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In the treatment 
of tuberculosis 


Is O-N. S 
with VITAMINS tasters 


A powerful chemotherapeutic combination 
for synergistic action in plumonary and 
other forms of tuberculosis. Counteracts 
development of drug-resistant forms 
of tubercle bacillus. 
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another step forward 
in the treatment of 
gastro-intestinal disorders 


Each GLYSITAL Indications : 
tablet contains Peptic Ulcers, 
Aluminium Glycinate 450 mg. Hyperacidity etc. 
Magnesium Oxide Lev. 50 mg. ‘ 
Oil Menth, Pip & Dosage : 
excipients q. s. 2 tablets three times daily 
preferably at mid-morning, 
mid-noon and before 
retiring. 


Gilysital 


Today's ANTACID 


little... Zoe than too late” spies, J. in Handbook 


of Nutrition, Am. Med. Assn. 


One C. 8. TINA tablet B. D. supplies : 

Ascorbic Acic (C) 

Thiamine Mononitrate (B,) =. 

Riboflavin (B,) 

Prridosine Hydrochloride 

Nicotinamide . 

INCICATIONS : Convelescence, intestinal 
ulcerative colitis, infectious diseases, haemorrhages, 
pre- and post-operative states, burns, schizophrenia etc. 
DOSAGE: 1 tablet twice daily. 

SUPPLY: in strip of 20 and bottle of 100 tablets. 


The Calcutta Chomica] Co,Ltd. 
CALCUTTA-29 
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REFRESHER COURSE FOR PRACTITIONERS :: VOL. 3 


Uniform with previous volumes; pp. 347 + xvi, Rs. 5.00 
Now available from Stockists : U. N. DHUR & SONS, LTD. 15 Bankim Chatterjee Street, Calcutta 12 


TABLE OF CONTENTS 
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Nothing succeeds 
like success 


We life hangs in the balance under | 
the doctor’s scalpel, more than mere 
surgical skill is called for to make the 
operation a success, to save the precious 
human life. Much depends on the accurate 
administration of anaesthesia which may fail 
to produce the necessary effect unless the 
finest Intubation Instruments are used, espe- 
cially the tubes, which must be smooth, resi- 
lient, free from blemish and with the thinnest 
possible wall to ensure maximum airway. The 
guiding principle in the designing of our range of 
Intubation Instruments is that they must be the 
unfailing ally of the doctor for the success of a 
surgical operation, 

Ilustrgted literature on our Intubation Instruments for oral 
or nasal administration of anaesthesia available on request. 
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Albert David Ltd. 

Alembic Chemical Works Co. Ltd. 
Amarchand Sobachand 

Atlantis (East) Ltd. 

Bailliere Tindall & Cox 

Batliboi & Co. 


Bengal Chemical & Pharm. Works Ltd.... 


Bengal Immunity Co. Ltd. 
Bharati Rasayanager 
Boehringer-Knoll Ltd. 

British Drug Houses (I) Pvt. Ltd. 
British Felsol Co. Ltd. 
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Burroughs Wellcome & Co. (I) Pvt. Ltd... 


Calcutta Chemical Co. Ltd. 
Chemo-Pharma Laboratories Ltd. 
Ciba of India Ltd. 
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Crookes Laboratories Ltd. 
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Hindustan Lever Ltd. 

Hoechst Pharmaceuticals Ltd. 
Indian Oxygen Ltd. 

Indo-Pharma Pharm. Works Ltd. 
John Wyeth & Brother Ltd. 
Kemp & Co. Ltd. 

Khandelwal Laboratories Pvt. Ltd. 
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Mendine Pharmaceutical Works 
Mercury Pharm. Industries 
Neo-Pharma Pvt. Ltd. 
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Oriental Pharm. Industries Ltd. 
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Thilo Mody & Co. 

Therapeutic Pharmaceuticals 
Unichem Laboratories 
Warner-Lambert Pharm. Co. 
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Gluconate Ltd. Zandu Pharm. Works Ltd. 


MERCURY PHARMACEUTICAL INDUSTRIES 


Has the 
TESTOBEX capsules : 


STREPTOPHENICOL : 


capsules : 


LARGIN tablets 
MULTIVIMIN FORTE 


pleasure to introduce 


A replacement therapy in sexual debility in male in old age or due 
to any other reason. a" 


For dysenteric infections caused by shigella and salmonella organisms, 
acute diarrhoea, non-specific dysenteris, acute enteritis in children. 


For urticaria, allergic and contact dermatitis, allergic rhinitis, 
radiation hypersensitivity and in all other conditions due to body 
histamine liberation. 


For vitamin deficiencies. 
‘For details write to: 


MERCURY PHARMACEUTICAL INDUSTRIES 
Head Office : Factory : 
62, Gurudwara Buildings, aed INDUSTRIAL ESTATE, 
Vincent Road, BOMBAY - 14 BARODA-S. 
Stockists for West Bengal: M/S. P. HEMATLAL & COMPANY, 
Room No. 106-A, ist. Floor, 71, Canning Street, Calcutta-1. 
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PROTECTION. 


Bismozyme forms a protective coating 
on the walls of the stomach and intestines 

and thereby saves those organs from 
irritation caused by food and gastric 
secretion. It arrests muscle spasm, regulates 
gastric flow, heals up ulcer and helps digestion. 


Protects Digestive tract 


EASTERN DRUG CO. LID. 
CALCUTTA-27. 


82-J-126. 
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Ceiling Suspension 
Dome 19” diam. 


Finer focus adjustment. 

Sufficient intensity and low glare 

factor - Satisfactory shadow re- 

duction in the incision . Position- 

ing to direct beam into the 
incision « Focus 
Comfort Colour 


For major surg Longitudinal movement Sy Safety — electrical 
—ceiling ~ on overhead and mechanical. 


Dome 32” diam. 
Height , remote * In emergencies these lights can 
Axial lamp move- cotiti eestes ulation be worked on battery. 

ment, 360° and focus Eaeeunene. 


Manufactured in India by 
Messrs. A, G. JOSHI & COMPANY 


ror PHILIPS INDIA LIMITED 


Calcutta . Bombay . New Delhi . Madras 
Patna =. Kanpur . Lucknow Bangalore 
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: PHILIPS operation uiguts To suit EVERY NEED 
>. 
a “a, >, Finer focus adjustment. 
“a 
RC I9 SLPA * 
— SS 
i | For low ceiling CS. 19 but 
GMC 
Dome 28” diam. 
| Axial rotation 340° and 
YZ, BAA angulation within the fork. 

PHILIPS 
tin the service of the 
matical wilt 


‘OTAMIDYL’ 


EAR DROPS 


for the treatment of otitis externa and of chronic 
suppurative otitis media. 

‘Otamidyl’ contains dibromopropamidine isethionate 
0-15% w/v and diamidinodiphenylamine dihydrochloride 
0-5% w/v in a water-miscible organic solvent and is 
intended for topical application. 

‘Otamidyl is supplied in dropper bottles 


MANUFACTURED BF of 1S ml 
MAY & BAKER LTD -239 


Distributed by: MAY & BAKER (INDIA) PRIVATE LTD «+ BOMBAY + CALCUTTA + GAUHATI + MADRAS + NEW DELHI 


Falatable, 


RANVITOL 


Vitamin A (as palmitate 
Vitamin B. P. 
Vitamin B, B. P. 
Riboflavine B. P. 
Vitamin B, 8B. P. C. 
Panthenol 

Niacinamide B. P. 
Choline dihyd citrate N. F. 
Methionine N. 

Inosito] N. F. 

Vitamin C. B. P. 


Tocophery! Acetate B. P. C, 


RANBAXY & CO. PRIVATE LIMITED P. Box. 104, NEW DELHI. 
BRANCHES:- BOMBAY. CALCUTTA, DELHI, KANPUR. MADRAS. 
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introducing | 
more, more effective weapon against cancer! 


hosphoric ester-diamide 


For the first time in india 

KHANDELWAL LABORATORIES PVT. LTD., 

in collaboration with ASTA-WERKE A-G., 

WEST GERMANY, reach another milestone 

. In chemetherapy of malignant diseases with 
ENDOXAN which is now in extensive use 

in almost all countries of the world. 


* Pronounced tumour-inhibiting action 
* Wide margin of safety 

* Reduced haematodepressant effects 
* Good tolerance 

* For postoperative adjuvant therapy TRA. 
— of relapses) of carcinoma and sarcoma 
* Malignant tumours with advanced growth 

¢ Chronic leukaemias, lymphosarcoma, 

Hodgkin's disease, reticulosis 


Coated tablets-50 mg; bottles of $0, 200 and 500 
intravenous-100 mg. vials; packs of 10, and 50 
200 mg. vials; packs of 10 and 50, 


Literature on request. 


\ 


KHANDELWAL LABORATORIES PYT. LTD. 
/K 79/87, Kalachowki Road, Bombay 12. 
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Breakfast time 
| Nadisan time 


Nadisan 


oral antidiabetic 


Advantages: e Single Daily Dose 
@ High Potency 
@ Excellent Tolerance 
@ Economical 


Manufactured by 
BOEHRINGER-HKNOLL LIMITED 
UNITED INDIA BLOG., P. MEHTA ROAD, BOMBAY-1 


Bole Distributors: RALLIS INDIA LIMITED, Pharmaceutica! Division, P. B, No. 229, Bombay. 
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maximum 
iron 
in minimum 


175 mg. elemental iron in each teaspoonful ! 


EAST INDIA PHARMACEUTICAL WORKS, LTO. CALCUTTA-26. 
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“The combined use of an antibiotic 
and a corticosteroid is a valuable 
method in dermatology and it has 
considerably modified the general 
concept and treatment of many 
dermatological problems” 


— Huriez and Jamin, Bull. Mem. Soc. Fr. 
Derm. et. Syph. 3-288, 1959. 


SOFRADEX 


CREAM 


— Eczemas 
—Contact dermatoses 
—Localised pruritus 
where an infection 
is present or suspected 
COMPOSITION AND PRESENTATION 
Plastic vial containing 
34 gm. of cream representing: 
Dexamethasone acetate....... 0.1% 
Soframycin (framycetin sulphate)! 7, 


ts or two applications per day 
on previously cleansed lesions. 


Invalides, Paris 7e 
Particu rs and Supplies from: 
Hornby Vellard, Bomba 
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A 
POWERFUL 


COMBINATION 


1. Sulphaguanidine 
2. Phthalyi Sulphacetamide ~ 7 
3. Di-lodo-Hydroxyquinoline / 


' FIGHTS BOTH DYSENTERIES 


AMOEBIC AND BACILLARY 


1. SULPHAGUANIDINE effective in Bacillary Dysentery In 
adults.Reported already in the Indian Medical Gazette. 


2. PHTHALYL SULPHACETAMIDE-its action is superior to 
Succiny!l Sulphathiazole and Phthaly! Sulphathiazole. 


Reported by L.S. Goodman and A. Gilman, 
Pharmacological Basis of Therapeutics, 2nd Edition; 
also in Abstracts of World Med. 1950, 7, 213. 


3. Di-ODO-HYDROXYQUINOLINE is very potent for its 
direct amoebicidal activity. It is active against both 
mobile and cyst forms. 


Reported by D. Antoni, Am.J.Trop. Med., 1943, 23, 237 
Available in bottles of 20, 50, 100 and 1,000 tablets. 


TEROGUANIDINE 


Composition 


Phthaly! Suiphucetamide 0.2 ¢ 
pe” OF % 
TASLETS 
ALBERT DAVID LT 
1S, .CHITTARA: AN. AVENUE 
CALCUTTA. {3 


. 


15, Chittaranjan Avenue, Calcutta - 13. 
Branches: ALLAWABAD- BOMBAY DELHI - GAUHATI MADRAS NAGPUR - SRINAGAR VU'YAWADA 
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LIGNOCAINE Local Anaesthetics 
RAPID - DEEP - CERTAIN - LASTING - SAFE 


XYLOTOX 
SOLUTIONS XYLOTOX 


FOR MAJOR AND JELLY 
MINOR SURGERY 7 FOR EFFECTIVE 
i%, 1% and 2% URETHRAL AND 
solutions, plain or with : mm VAGINAL 
adrenaline, in AN 
20 & 50 mi. bottles. ME For surgery 
FOR SURFACE i 150. and 3 ard 30G. tubes 
ANAESTHESIA OF x with applicators. 
THE MUCOSA. . For instrument 

4% solution, plain or lubrication; 

in Boxes 12 x 1.5G. Tubes. 


XYLOTOX XYLOTOX 
PASTES ORAL 


FOR TRULY FOR QUICK, 
EFFICIENT SURFACE SIMPLE SURFACE 
ANAESTHESIA OF ANAESTHESIA OF 


THE MUCOSA. THE UPPER 
DIGESTIVE TRACT. 


XYLOTOX-NORMAL 
(without amethocaine). 


XYLOTOX-EXTRA 
(with added amethocaine). 
4-0z. tubes. 


Made by the makers of ‘ Novutox’ Local Anaesthetics 
XYLOTOX is a product of 


PHARMACEUTICAL MANUFACTURING COMPANY, Epsom, — 
Distributed in INDIA by 
@ J. L. MORISON, SON & JONES ( INDIA ) LIMITED, 


P.O. Box 1746, BOMBAY, also at DELHI, MADRAS, CALCUTTA 
Literature and samples obtainable on request. 
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Lhe preparation of choice 
in the treatment of 


ASTHMA 


Felsol’s worldwide use and reputation rests securely on its 
immediate, safe and prolonged relief of bronchospasm—the 
chief factor in asthma, whatever the cause. Narcotic-free 
and easily administered, its complete effectiveness breaks the 
vicious circle of anxiety and apprehension, and strengthens 
resistance against 
recurring attacks. 
Doctors favour Felsol 
because it inspires the 
selfconfidencesoessen- 
tial to improvement 
in this difficult and 
distressing condition. 


Clinical sample and literature on request 
THE ANGLO-FRENCH DRUG COMPANY (ESTN.) LTD. 
24-26, TARDEO ROAD, BOMBAY, 7. 


BRITISH FELSOL COMPANY LTD., 
206/212 ST. JOHN STREET, LONDON, €E.C.1 


Just Published 


Nicholls 


TROPICAL NUTRITION 
and DIETETICS 


By Lucius Nicholls, C.M.G., B.A., M.D., B.C. Late Director of Bacteriological and Pasteur Institutes, 
and Director of Division of Nutrition, Ceylon. Revised by H. M. Sinclair, M.A., D.M., B.Sc., M.R.C.P. 
Late Director of the Oxford Nutrition Survey and of the Laboratory of Human Nutrition, University of 
Oxford and D. B. Jelliffe, M.D., M.R.C.P., D.C.H., D.T.M. & H., F.A.P.H.A, UNICEF Professor of 
Paediatrics and Child Health, Makerere College, University College of East Africa, Kampala, Uganda. 


The science of nutrition has advanced at a greatly accelerated 
rate in recent years with the result that much of the book has 
been rewritten, and improvements in nutritional standards 
have brought fresh problems that have to be dealt with and 
these are recognised in this book, as is the urgent necessity for 
increased public health activities and health education. The 
book is fully illustrated with photographs and line drawings. 


4th Edition — 470 pages — 65 Tables 17 Plates — Price 50s. 
8 Henrietta Street, London, WC2 
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DEQUINOL 


all need now. 


IODOCHLORHY DROXYQUINOLINE 


both acute and chronic. It is also 
indicated in Bacillary dysentery, 
Enterocolitis, Summer Diarrhoea, 
Infantile Diarrhoea etc. 


DEQUINOL is specific for amoebiasis, | \ 


It is extremely well tolerated and 


doesnot produce any side effect even | 
on prolonged administration. 
_SUPPLY ; TABLETS OF 0.25 GM. EACH, 
IN 
TUBES OF 20, 
BOTTLES OF 250 : 


TINS OF 500 AND 1000 4 
Monufactured by 


DEY’S MEDICAL STORES (Mfg) PRIVATE LTO. CALCUTTA-19 


Exclusive Distributors : 
DEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA, BOMBAY, DELHI, MADRAS, PATNA, GAVHATI, CUTTACK - 
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Although many analgesic drugs have 
discovered, none has proved safer or 
more generally useful than aspirin and 

in. These two drugs, combined with 
caffeine and codeine in the formula 

for ‘CODRAL’, provide an analgesic tablet 
which has stood the test of time. For 


A Hallmark of Pharmaceutical Excellence 


more than forty years, physicians have 
depended on this effective product, 

to provide prompt, dependable relief of 
pain. Today *CODRAL!’ stands out 
among products designed to relieve pain, 
as the most widely prescribed 

analgesic combination in medicine. 


Packings : Containers of 10 and 250 
Literature and prices on request 


BURROUGHS WELLCOME & CO. (INDIA) PRIVATE LTD, 
P. 0. BOX 290, BOMBAY-1 
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pp 
was corticotne 


Provides the outstanding 

efficacy of DEXACORTISYL 
Protects against the suppression of 
adrenocortical function 

Protects against gastric side effects 


Protects against calcium depletion DOSAGE 


2 to 6 tablets 
COMPOSITION per day initially 


Each tablet contains : to be tapered off 
Dexamethasone acetate . . to conclusion or 
Calcium ascorbate . to a maintenance 
Vitamin D2 . dosage level. 


Colloidal aluminium 
hydroxide 


LES LABORATOIRES ROUSSEL 


35, Boulevard des Invalides 
PARIS 7e 


Particulars and Supplies from: 
FRANCO-INDIAN PHARMACEUTICALS PRIVATE LIMITED 
Bapnu Ghar, Hornby Vellard 
BOMBAY i8 
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FAIRDEAL’S 4 


NON-IRRITATING, ANTISEPTIC 
AND DEODORANT. 


OPERATION THEATRES + LABOUR WARDS 
SICK ROOMS «+ SKIN INFECTIONS + CUTS 
INSECT BITES + ABRASIONS + MOUTH 
WASH AND GARGLE BARBERS’ RASH == 
DANDRUFF «+ AFTER SHAVE LOTION 

* PERSONAL HYGIENE 


Manufactured in India by: 


THE FAIRDEAL CORPORATION (Private) LTD., 
142-48, Ghodbunder Road, Jogeshwari, BOMBAY 42, 


AT LEAST ONE of every four prescriptions contains glycerin, 

That's why, in the doctor's work, glycerin must be of the 

highest quality and purity. 

PYRAMID GLYCERIN conforms strictly to British Pharma- 

copoeia specifications. It’s made by HINDUSTAN LEVER LIMITED, Cuverne BP 
so it sets a standard of reliability and purity. te new 


= 


PYRAMID GLYCERIN 


Distributed by imperial Chemical Industries (india) Private Ltd. 
Bombay Calcutta Delhi * Madras 4 HINDUSTAN LEVER PRODUCT 
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MOUTH WASH Phenol........ 20 gr 
Aqua......... 8oz 
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is needed... Di-Calcii-Plex—A combination of Vitamins, Minerals 
and Lysine Mono Hydrochloride is an ideal preparation indicated in Pregnancy and 
Lactation, promotion of growth in children and other deficiency conditions due 
to lack of Vitamins and Minerals. 


Literature on request. 


KHANDELWAL LABORATORIES PRIVATE LTD. A : 
79/87, Kalachowki Road, Bombay 12. i 
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New ! 


IMPROVED 


more appropriate 
ISONIAZID and PAS formula 
MORE EFFICACIOUS, CONVENIENT & ECONOMICAL 


KOXNIL 


Isoniazid 20 mg and PAS Acid 0.5 Gm. with Vitamin C, 
Di-Calcium Phosphate, Vitamin D and Vitamin B, 


Recommended Daily Dose : 8 to 12 tablets. 


LYSICAL 


PALATABLE LIQUID 


incorporating Lysine with Triple Calcium 
and Vitamins A, D and Vitamin B,. 


The modern approach to more advantageous 
pediatric Geriatric tonic Therapy 


CHECK TUBERCULOSIS 


VITAZIDE 
& 


VITAZIDE—100 


The combination of INAH + Tonic value i.e. 
Multivitamins in one and the same tablet 
Standardized and clinically approved combination 

at economical rates. 


( 
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( 
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( 
( 


Detailed literatures on request from: 


THERAPEUTIC PHARMACEUTICALS 
54, PROCTOR ROAD, GRANT ROAD, 
BOMBAY 7. 


Phone : 42118. Gram : VITAZIDE 
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Now... for your 


That distressing, depressing problem of broken sleep is painfully familiar to many a 
‘gastric’ patient. Acid secretion in such cases usually reaches its peak in the early hours of 
the morning... the patient awakens in pain... and the prospects of further sleep are remote. 
Today, however, Gelusil brings the rational answer to this problem - for it combines the 
well-proven antacid action of aluminium hydroxide gel with that of magnesium 
trisilicate. A routine treatment for peptic ulcer patients or those afflicted with 

gastric acidity and alimentary irritation. It sees the patient through the period 


of peak-acidity, and brings at last the promise of a really ‘Good Night’! 


TRADE MARK 
a Warner product 
* Trade Mark GELUSIL owned by: 
WARNER-LAMBERT PHARMACEUTICAL COMPANY 
(Incorporated in U.S.A. with limited liability) 


: ‘gastric: patients 
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Now 102. of Lactogen powder contains” 


Seven Vitamin “Quantities 
== A... .426 


iu 
0.11 


B, .. .0.14 
PF (Nicotinamide) 1.70 
8. .0.28 


calcium pantothenate 0.85 


g 

B.. . 0.57 meg 

easons. .8.51 mg 
D 
1.50 mg 


«why LACTOGEN should be your 
firat choice when recommend- | E 
ing an infant feeding formula he 


You already know this fine and reliable infant 
food. Now we have pleasure in announcing + 
that, in addition to Vitamins A, D and IRON, hing, POWDERED MILK 

Lactogen has also been fortified with seven 


. 1 "OT 
more vitamins. 
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FOR OPTIMUM 
THERAPEUTIC EFFECTIVENESS 


in 


debility, 
lassitude, 
anorexia, 
neuritis, 
depression, 
insomnia, 
cheilosis, 
glossitis, 
stomatitis, 


hypertrophic keratosis, 


macrocytic anaemias, 
beri-beri, 

alcoholism, 

pellagra, 

herpetic pain, 
trigeminal neuralgia, 
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TRADE MARK 


chocolate senna granules—is a natural 
vegetable laxative for occasional or 
regular use in constipation and as an 
adjuvant in the treatment of piles. 

* Gentle in action Non-griping 
x Activity biologically controlled 

x Ease of administration *« Available 
as granules * Pleasant flavour and 
taste Non-habit-forming 
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A STABLE BRAND OF HYDROGEN PEROXIDE 20 VOLS 
B. P. FOR ORAL HYGIENE AND ADJUNCTIVE THERAPY 


ANTIBACTERIAL? 

Comparative bacteriological studies 
demonstrate that Hydrogen Peroxide 
exhibits antibacterial action even 

in very dilute solution (1) 

CLEANSING: 

“There is a special debriding and cleansing 
action of this product which is 

especially valuable in topical therapy (2) 
and root-canal work.” 

STABILITY: 

“The antibacterial and cleansing action 

of MERCKOZONE is sustained due to skill in 
manufacturing according to the time-tested 
original formula of E. Merck”. 
CONVENIENCE: 

When prescribéd as a mouth-wash for 
adjunctive home therapy for oral hygiene, 
the non-odourous quality and mild 

action assures patient acceptance. 
REFERENCES: 

(1) Heinemann J.A.M.A., 60, 1603 


(2) The Dispensatory of the United States 
‘ of America, 25th. Edit. pp. 671 = 
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the only specific 
for penicillin reactions 
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Injectable, U.S.A) 


Scientific research has resulted in the development 
of a purified injectable Enzyme Penicillinase issued 
under the name NEUTRAPEN. 


This is specific in its action against Penicillin and is 
prepared by the wellknown Schenley Laboratories 
of New York, U.S.A. 
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cillin reactions. NEUTRAPEN acts immediately and 
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hospitals where Penicillin is administered. 
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SOLE DISTRIBUTORS 
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ORIGINAL ARTICLES 


THE STROMAL CHANGES IN THE ENDOMETRIUM IN 
FUNCTIONAL UTERINE BLEEDING 


(Mrs.) V. AGARWAL, . 
Lecturer in Pathology, Gandhi Medical College, Bhopal 


B. P. SAXENA, PHLD. (LOND.) 
Professor of Pathology, G. R. Medical College, Gwalior 


The term functional uterine bleeding includes 
conditions of the endometrium which result from 
hormonal imbalance and produce characteristic 
histological changes in a fair number of cases. It 
also includes a large number of cases of bleeding 
in which the ordinary histological examination 
shows almost normal endometrium. The word 
‘functional’ has been used as there is no _macros- 
copic pathology, and, therefore, no physical signs 
can be found by ordinary physical examination. 

Recently, a number of workers have attributed 
cases of functional uterine bleeding to tension 
states, conditions of stress and other psychological 
conditions. Falconer (1952) made a contribution 
to the knowledge of specific function of the endo- 
metrial glands and the specific functions of the 
stroma. 


CLASSIFICATION 


The recognised varieties of functional uterine 
bleeding are : 
. Endometrial hyperplasia. 
. Irregular shedding. 
. Irregular ripening. 
. Endometrial atrophy. 
. A group consisting of apparently 
normal endometrium. 


*Paper read at the annual Conference of Indian 
Association of Pathologists, Lucknow, 1957. 


1. Endometrial hyperplasia—This term cor- 
responds to metropathia haemorrhagica of Schro- 
der and genuine hyperplasia of the endometrium 
of Novak. Genuine hyperplasia of the endome- 
trium corresponds to an increase in the tissue 
elements both epithelial and stromal. It is due 
to an abnormal persistence of graffian follicles as a 
consequence of which the endometrium is 
subjected to an abnormally prolonged and exces- | 
sive action of oestrogenic stimulus. The cause of 
bleeding is not directly related to the degree of 
hyperplasia but on the quantitative hormonal 
interrelationship between the ovaries and the 
hypaphysis. 

2. Irregular shedding of the endometrium— 
This term has also been named as ‘prolonged 
shedding’. In contradistinction to hyperplasia, 
irregular shedding is an abnormality of the 
secretory or corpus luteum phase. 

3... Irregular ripening of the endometrium—In 
this condition the process of regeneration after 
shedding is patchy and incomplete. The secretory 
phase of the endometrium is not being completely 
shed and there is only feeble oestrogen stimulation 
which has caused attempt at proliferation. It is 
often called ‘mixed endometrium’ because both 
phases exist together. 

4. Endometrial atrophy—Sutherland (1942) 
described this condition from scanty fragments 
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removed by uterine curettage usually after the age 
of forty. The cause of this condition has been 
suggested as lack of oestrogen preventing the 
normal regeneration. 

5. Haemorrhage from normal endometrium— 
It is an established clinical fact that bleeding 
occurs in cases with almost normal endometrium, 
the cause of which is difficult to explain on histo- 
logical findings. 


MATERIALS AND METHODS 


Endometrial curettings of 125 cases admitted 
in the Gynaec. Ward, K. R. Hospital, Gwalior, 
from July 1953 to October 1955 with the cardinal 
complaint of bleeding per vagina were studied. 
The sections were stained by 1. Haematoxylin 
and eosin to study the glandular and stromal 
elements in detail ; 2. Masson-Goldner stain for 
fibrosis of the stroma ; and 3. Periodic-Acid-Schiff 
reaction to stain glycogen. 


OBSERVATIONS 


The observations have been divided into five 
histological groups (Table 1) according to the type 
of endometrium met with in different cases of 
functional uterine bleeding : 


Taste 1—SHOWING HIsTOLOGICaL GROUPS AND THEIR 
PERCENTAGE INCIDENCE 


No. of 
cases 


Group 


No. Percentage 


Type of endometrium 


I Genuine hyperplasia 
(metropathia haemorr- 
hagica) 14 112 


II Hyperplasia, other than. 
metropathia haemorr- 


hagica 16 
III Irregular shedding 7 56 
IV Irregular ripening il 88 
Normal: 
(a) Proliferative non- 
secretory 72 


The age incidence in functional uterine bleed- 
ing in the present series of cases is shown in 
Table 2. 

The incidence of parity in functional uterine 
bleeding in the present series of cases is shown 
in Table 3. 

The character of bleeding in functional uterine 
bleeding in the present series of cases is shown in 
Table 4. 
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TaBLg 2—SHOWING PERCENTAGE INCIDENCE IN DIFFERENT 


GrRouPs 
No. of 
Age (years) cases Percentage 
is — 20 176 
21 — 30 62 49°6 ; 
31 — 40 28 
41 — 5O 1 88 
60 
60 


TABLE 3—SHOWING INCIDENCE OF PARITY AND ITs 
PERCENTAGE INCIDENCE 


Parity wet Percentage 

cases 
Nullipara eve oth 50 40 : 
Multipara see 53 
Abortions 7 5-6 
Unmarried 2 1-6 


TABLE 4—SHOWING CHARACTER OF BLEEDING AND ITS 
PERCENTAGE INCIDENCE 


Character of bleeding Percentage 


Continuous 54 43-2 

Irregular 40 32 

Menorrhagia_..... ws 17 13-6 

Polymenorrhoea 9 72 


Menorrhagia and gelyenenorthoce 5 4 


The duration of amenorrhoea preceding the 
onset of bleeding in various histological groups 
of functional uterine bleeding is shown in 
Table 5. 


Tastzs 5—SHOWING DURATION OF AMENORRHOEA 
PRECEDING BLEEDING 


Duration of 
Endometrial group No. of amenor- 
cases shown 
Genuine hyperplasia (metropathia 
haemorrhagica) 2  70—100 days 
Hyperplasia other than metropathia 
haemorrhagica 45— 90 days 
Irregular shedding ani ee 3 75— 90 days 
Normal endometrium : 
(a) Proliferative non-secretory ... 26 45—210 days 
(b) Secretory Pe hee 1 1% years 
(lactating 
amenor. 
rhoea) 
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The total number of cases having the symptom 
of amenorrhoea preceding the bleeding was 37. 


HISTOLOGICAL DETAILS OF EACH GROUP: 


Genuine hyperplasia of the endometrium—In 
this group the stroma was cellular and compact 
in 9 cases (Fig. 1, vide Plate) and cellular and 
loose in 5 cases in which oedema of the stroma was 
also seen. Mitosis was present in all the cases. 
The stromal cells were round and oval in 9 cases 
and round, oval and spindle-shaped in the remain- 
ing 5 which also showed evidence of fibrosis on 
Masson staining. Thus in this group the stroma 
was found in a state of hyperplasia (Fig. 2, vide 
Plate). A corresponding study of the glandular 
elements also revealed the presence of hyperplasia 
and classical ‘Swiss-cheese’ appearance (Fig. 3, 
vide Plate). 

There was thus an increase in the number of 
tissue elements both stromal and glandular. 

Hyperplasia other than metropathia haemor- 
rhagica—In this group the stromal changes were 
very characteristic. There was marked increase 
in the number of stromal cells as 13 cases showed 
400-500 cells per field under oil immersion and 3 
cases had 250-400 cells per field. The shape of 
the cells were round and oval in 7 cases and 
round, oval and spindle-shaped in 9 cases which 
also showed evidence of fibrosis. Lymphocytic 
infiltration was found in two cases. 

Thus there was hyperplasia of stromal elements. 
The glandular elements were also hyperplastic. 
Classical ‘Swiss-cheese’ pattern was absent. 

Irregular shedding (Fig. 4, vide Plate)—The 
stroma was compact and cellular in 3 cases, 
cellular and loose in 2 and cellular in remaining 
2 cases. The number of stromal cells was 350-500 
in 4 cases and 150-400 in 3 cases. The cells were 
oval in 3 cases and round, oval and spindle-shaped 
in 4. The latter also showed evidence of fibrosis 
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on Masson staining. Haemorrhages in the stroma 
was conspicuous in all the cases. A corresponding 
study of the glands showed the characteristic 
saw-tooth appearance. PAS positive material 
was present in the lumen of many glands, indicat- 
ing the secretory phase. 


Irregular ripening—In this group stroma was 
cellular and compact in 3 cases with 400-500 cells 
per field under oil immersion lens and cellular 
in the remaining with 200-400 cells per field. The 
cells were round and oval in 3 cases and round, 
oval and spindle-shaped in 8 cases, the latter also 
showed evidence of fibrosis on Masson staining. 
Glandular elements showed evidence of secretory 
and non-secretory activity as confirmed by PAS 
staining. 

Thus in this group a mixed pattern of endo- 
metrium was seen with compact and cellular 
stroma. 


Normal endometrium—In this group 72 cases 
showed proliferative non-secretory endometrium. 
Out of these, 28 cases showed generalised stromal 
hyperplasia (400-550 cells under oil immersion 
lens) and 31 cases stromal hyperplasia at places. 

In 10 cases of the proliferative non-secretory 
endometrium there was cystic dilatation of a few 
glands. 


DISCUSSION 


The classification which is followed is a 
slight modification of that given by Sutherland 
(1942). The figures of the author and those of 
other workers are shown in Table 6. 

In the present study the endometrial hyper- 
plasia is divided under two groups for purposes 
of description. Aetiologically the entity is one. 
The groups are: 1. Genuine hyperplasia (metro- 
pathia haemorrhagica). 2. Hyperplasia of the 
endometrium other than metropathia haemor- 


Sutherland Traut & Kuder "Present authors 
Type of endometrium No. of all 
Percentage Percentage Percentage 


1. Hyperplasia of the endometrium, genuine 


and other types ons vee bee 265 
2. Irregular shedding _... 13 
3. Irregular ripening... 26 
4. Normal endometrium ... naa en 547 
5. Endometrial atrophy ... 


30-8 68 30 24-0 
15 11 1 7 56 
3-0 21 2 il 88 

63-2 - 61-6 
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rhagica. In this group also there was an increase 
in both the epithelial and stromal elements of the 
endometrium but there was an absence of the 
classical ‘Swiss-cheese’ pattern met with in 
genuine hyperplasia. 

There were 7 cases of irregular shedding. 
According to Traut and Kuder (1935) the surface 
epithelium was absent in all their cases but in 
this series it was present in 4 cases out of 7. In 
an experimental production of irregular shedding 
in women passed menopause, Masters and 
Magallon (1950) have demonstrated the presence 
of surface epithelium in the biopsy material. 

In cases of proliferative non-secretory endo- 
metrium the glandular elements were not keeping 
pace with the stromal elements as the former 
were not in the phase of hyperplasia and this may 
be an expression of disturbed hormonal balance. 

In 10 cases of the proliferative non-secretory 
phase there was cystic dilatation of a few glands 
(Fig. 5, vide Plate). 


SUMMARY AND CONCLUSIONS 


Endometrial curettings from 125 cases of 
functional uterine bleeding were studied histologi- 
cally with special reference to the stromal 
changes. They were grouped under five heads 
out of which more than half consisted of normal 
endometrium. In the majority of cases of normal 
endometrium, stromal hyperplasia was a charac- 
teristic feature, whereas the glandular elements 
were not in that stage of hyperplasia. Fibrosis 
of the stroma was an important feature in each 
group. In those groups where the glands 
showed the evidence of glycogen in the secretory 
phase of the endometrium, there was a complete 
absence of glycogen in the stroma. The changes 
in the stroma indicated that the disturbances of 
function or hormonal imbalance were more sensi- 
tively mirrored in the histological appearance of 
the stroma than that of the glands. 
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INCREASED ERYTHROCYTE 
SEDIMENTATION AT LOW TEMPERATURE 


L. M. SANGHVI, (LoND.), D.1.M. & H. (ENG.) 
AND 
J. B. JOSHI, B.s. 
Department of Medicine 
Sawai Man Singh Hospital and Medical College 
Jaipur 


It is generally agreed that the rapidity with 
which erythrocyte sedimentation occurs usually 
increases with rise of external temperature. Only 
in exceptional cases the sedimentation occurs more 
rapidly at lower temperature. Romanus (1944) 
in a review of the literature listed examples of this 
latter type of sedimentation against the rule 
(SAR) observed by previous authors ; the diseases 
in which this was observed included progressive 
paralysis, scarlet fever, leprosy, kala-azar, urae- 
mia and morbus Banti. Romanus (loc. cit.) 
observed it in a case of polyarthritis and a case 
of anaemia. His experiments indicated that the 
factor responsible for this type of ESR was pre- 
sent in the plasma of these cases. Weingarten 
(1945) studied ESR at 99°F and 44°F simulta- 
neously in 483 cases of a variety of diseases and 
observed higher ESR at lower temperature in 108 
of them and designated this type as SR-. He 
observed SR-— in some of the cases of chronic 
malaria, catarrhal jaundice, diabetes mellitus, 
macrocytic anaemia, acute bacillary dysentery, 
chronic colitis, typhoid fever, syphilis, and amoe- 
bic hepatitis, and in all the cases of atrophic 
cirrhosis, kala-azar, amoebic liver abscess, pul- 
monary tuberculosis with intestinal tuberculosis, 
primary intestinal tuberculosis, cancer of the liver, 
subacute icterus gravis, and arsenical hepatitis. 
He suggested that SR-— was associated with 
damage to the parenchyma of the liver, and stated 
that simultaneous determinations of ESR at the 
two temperatures seemed to have considerable 
diagnostic and prognostic value. Gupta (1954) 
investigated the cause of SR-— and found that 
some qualitative change in the euglobulin fraction 
of plasma proteins was responsible for SR— re- 
action. Gupta (1955) in another study concluded 
that SR— was indicative of parenchymal liver 
damage, and that SR— test was comparable with 
other flocculation test of hepatic function except 
in cases of infective hepatitis. Further data on the 
subject do not seem to be available in the 
literature. The present investigation was under- 
taken to study (i) the pattern of plasma proteins 
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in cases with SAR, (ii) quantitative correlation of 
SAR to various plasma protein fractions or their 
ratios to each other, and (iii) correlation of SAR 
to hepatic function tests and other clinical data. 


MATERIAL AND METHODS 


Erythrocyte sedimentation was studied by 
Westergren’s method in 51 patients, 40 male and 
11 female, suffering from various diseases 
(Table 1). The blood samples were obtained with 


Taste 1—SHOWING INCIDENCE OF SAR IN 51 PATIENTS 
ACCORDING TO DISEASE 


Rheumatic heart disease 
Nephrotic syndrome 
Portal cirrhosis 
Infective hepatitis 
Acute rheumatic fever 
Chronic rheumatoid arthritis 
Disseminated lupus erythematosus acute 
Miscellaneous : 
Hodgkins disease 
Lymphosarcoma 
Chronic myeloid leukeensia 
Anaemia with ankylostomiasis 


Total ... 26 


the patient in the fasting state. 32 ml. of blood 
was withdrawn from an arm vein in a syringe 
containing 0°8 ml. of 3°8 per cent sodium citrate 
solution. The blood in each case was drawn in two 
Westergren tubes, one of which was kept in an 
incubator at 37°C and the other in a refrigerator 
at 4°C. Sedimentation was recorded simulta- 
neously in the two tubes every ten minutes for a 
period of two hours. According to the readings 
in the two tubes the ESR was designated as (1) 
SWR (Sedimentation with the rule) if the reading 
was higher at 37°C ; and (2) SAR (sedimentation 
against the rule) if it was higher at 4°C. 

In each case, total plasma proteins, plasma 
fibrinogen, serum cholesterol, total leucocyte and 
red blood cell counts, and haemoglobin, were 
determined by standard methods. To determine 
liver function, thymol flocculation and thymol and 
zinc turbidity tests were performed. Electro- 
phoretic pattern of serum proteins was obtained 
by the method of Flynn and De Mayo (1951). 
Albumin, euglobulin, and pseudoglobulin fractions 
of the plasma proteins were isolated by salt frac- 
tionation with ammonium sulphate (Cole, 1944). 
Plasma proteins were also determined in 10 nor- 
mal control individuals. 


To determine the factor responsible for causing 
SAR type of reading, erythrocyte sedimentation 
of the following 10 samples was determined 


simultaneously at 37°C and 4°C (Table 2). 


TABLE 2—SHOWING INFLUENCE OF PROTEIN FRACTIONS ON 
ESR at 37°C anD 4°C 


ESR/mm. at end 
of 1 hour 


At 37°C At 4°C 


SAR blood 160 
175 
8 


120 


. R.B.C. in serum 

R.B.C. in plagma 

. SWR plus albumin 

. SWR plus euglobulin 

. SWR plus pseudoglo- 


120 

140 

Protein 20 
80 

bulin 26 
20 

38 

26 

70 

30 


fractions 
from SAR 
blood 
. SWR plus total pro- 
teins minus euglobulin 
- SWR plus euglobulin 
of same SWR 
. SWR plus saline 
. SAR protein donor ... 


1. O'5 ml. 3°8 per cent sodium citrate solu- 
tion plus 1°5 ml. of serum plus 0°5 ml. of 
washed packed R.B.C. 

2. 2 ml. of citrated plasma plus 0°5 ml. of 
washed packed R.B.C. 


Plasma, serum and R.B.C. in these 2 samples 
were from the SAR blood of the same patient. 
Thus fibrinogen was excluded in sample 1, and 
other protein factors remained identical in the two 
samples. 

3. Albumin. 

4. Euglobulin. 

5. Pseudoglobulin 

6. Total protein minus citrated 

euglobulin. plus 0°5 ml. saline. 

7. Euglobulin of SWR blood plus 2 ml. of 

same SWR citrated blood. 


8. 2 ml. of SWR citrated blood plus 0°5 ml. 
of saline. 

9. Citrated SWR blood. 

10. Citrated SAR blood. 


In samples 3 to 6 protein fractions obtained from 
SAR blood were added to SWR blood, in sample 
7 euglobulin of SWR blood added to SWR blood 
of the same patient, samples 8 and 9 served as 
control and sample 10 served as control of the 
protein donor for samples 3 to 6. SWR blood was 
obtained from patients with pulmonary tuber- 
culosis. 


plus 2 ml. of SWR 


ie Dies No. of No. with 
20 9 
7 5 
9 9 
5 15 
2 
2 2 2 
2 13 
138 ‘ 
1 16 
1 _ 
1 1 
1 
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RESULTS data obtained in 5! patients are shown in 
Mean values and range of various proteins in Table 4. SAR was observed in 26 patients. Its 
10 normal controls are given in Table 3. The incidence in various diseases is given in Table 1. 
In SAR cases the increase in ESR at 4°C varied 
TaBLE 3—SHOWING RANGE AND MEAN VALUES OF BLOOD between 10 and 85 mm. with an average of 39 
PROTEINS IN 10 NORMAL CONTROLS mm. ; average ESR was 42 mm. at 37°C and 81 
mm. at 4°C in these cases, and the increase was 
Blood proteins more than 30 mm. in 15 cases. In SWR cases the 
decrease in ESR at 4°C varied between 2 and 
Total plasma proteins... 6-4-7-4 g./100 ml. 51 mm. with an average of 16 mm. ; the average 
Plasma fiibrinogen ... 280-360 mg./100 ml. ESR at 37°C was 40 mm. and at 4°C 24 mm., and 
Albumin ae ... 512-662 per cent : the decrease was more than 30 mm. in 3 cases. 
Globulin : The difference at the two temperatures was not 
Total eee -- 33°8-48'8 per cent ‘ significant in some cases with SWR, mostly in 
alpha total 8 2-14'1 per cent those with normal ESR at 37°C. 


Type of ESR showed no relation to the haemo- 
per cent globin level, total leucocyte count, serum 
gamma s .. 14°7-25-4 per cent . cholesterol, and plasma fibrinogen (Table 5). 
Albumin: Globulin... 1 :0-5-1 :0- SAR was observed in 18 of the 40 male and 8 of 


the 11 female patients, and in 11 of 33 patients 


TABLE 4—SHOWING Data IN 51 PaTIENTS OF (A) RHEUMATIC Heart Diseasz, (B) Fever, (C) Lupus, 
(D) RHEUMATOID ARTHRITIS, (E) N&PHROTIC SYNDROME, (F) CIRRHOSIS, (G) Hepatitis, (H) LeuKarmta, (I) HODGKIN’s 
DIsgasg, (J) LYMPHOSARCOMA AND (K) ANKYLOSTOMIASIS 


ESR/mm. Electrophoretic pattern of proteins per cent 
at the end 
of 1 hour 


37°C 4°C 


Type of ESR 
2,-globulin 
a,-globulin 
(mg. /100 ml.) 


B-globulin 
Liver function test | 


= 
2 
& 
a 


| Tota: proteins 

| Serum cholesterol 
| (mg./100 ml.) 

Hb. g./100 ml. 


g./100 ml. 


a-globulin 
| y-globulin 


Albumin 
Globulin 


HEART DISEASE 


Abnormal 
Normal 


” 
Abnormal 
Normal 


SF 


” 
Abnormal 
Normal 
Abnormal 
Normal 


N 


Oe 


RHEUMATIC 
12-4 5-2 
13 42 


Ss 


§—— 

RHEUMAT(( 
SAR 62 14 68 72 9 32 490 120 12 a é 

13 48 82 75 «4275 570 195 12 
| 156 42 114 104 30 480 150 
a 134 48 86 10 18 408 180 12 
6-2 3 0-8 22 16 540 235 11 

i — 105 2 8-5 65 28 600 195 14 
12 2 10 10 27 330 80 il 
: oe 12 3 9 8 19 572 195 10 ‘ 
SWR 65 12 4 8 20 #210 «#4175 
14 6 8 10 23 350 160 
ai 166 62 104 12 16-4 210 80 11 
12 4 il 35 480 175 12 
1s 2M 13 58 72 95 255 420 150 13 
16 35M 14 10 32 68 12 33 620 130 7 
17 17M 10 13 38 92 134 660 120 12 
: is 2M 8 » 65 8 134 46 88 92 192 480 75 4 : 
19 19M 4 ait 20 134 38 96 132 204 499 195 14 : 
20 30M 3 91 42 49 02 292 «25:0 120 13 
FEVER 
2 30M 75 8-8 92 218 340 140 16 a 
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ESR /mm. Electrophoretic patterns of proteins per cent 


at the end 
of 1 hour 


37°C 49°C 


Plasma fibrinogen 


| Serial No, 
Type of ESR 
Total proteins 
g./100 ml. 
Albumin 
Globulin 
a-globulin 
a,-globulin 
2,-globulin 
B-globulin 
(mg. /100 ml.) 
Serum cholesterol 
(mg. /100 ml.) 
Hb. g./100 ml 
Liver function test 


18 35 
51 17 3 14 


38 


RHEUMATOID ARTHRITI 


58 18 6 12 9 
65 14 3-2 10-8 10 


NEPHROTIC SYNDROME 


20M 
40M 
28M 
32 M 
50F 52 
27 F « 60 
30M 108 


104 
5 
81 
HEPATITIS 


3-6 7 
3:2 
28 10:2 
2:8 62 
10-6 3-6 7 
H LEUKAEMIA 


9 3 6 14 
HODGKIN’S DISEASE 
51 12-8 4 8:8 6-2 
J) LYMPHOSARCOMA 
40 16-2 3-3 12-9 8-8 

K. ANKYLOSTOMIASIS 

12 2 10 12 


LuPUS . 

7 23 25M 40 £22 SWR 42 40 Pn 12 30 460 | 8 Abnormal 
24 20F 76 25 65 49 25 310 9 Normal 
40M 24 480 SAR 78 42 31 

ee a 140 - a 48 40 60 18 8 10 32 10 300 120 12 ” 
28 15 5 10 22 15 280 100 12 
29 17 6 32 16 410 «86255 
30 we. 10 2 8 16 9 410 440 12 
31 Ve 18 3 15 27 22 320 240 
= 32 36 SWR 58 42 58 18 38 142 2 2 = 2-82 a 
33 2 , 43 56 53 25 1268 23 124 

CIRRHOSIS 
the 34 35M 17 #102 SAR 58 426 5874 134 31 103 86 354 362 185 10 Abnormal 
_ 33 23M 8 2 4» 34 32 88 12 2 10 98 43 300 120 10 Normal 
36 30M 4 Mm. 4 53 508 492 14 52 88 11:2 24 210 140 8 os 

37 53M 70 , 6S 60 4 35 45 5 27 300 100 10 
” 38 20M 23 33 2. 65 43 57 12 4 8 8 37 320 260 12 Abnormal 

30 45M 8 @ 200 «135 13 
zi 40 40F 3 100 , 76 28 £7 13} 134 45 180 60 8 0 

re 42 6OM 37 73 . GE 484 5SI6 10 108 306 110 180 9 

Cc. 

4 18M 9 43 SWR 58 8S 4 64 31 270 12 

44 22M 10 10 36 230 
45 17M 8 8 29 310 1909 12 4 

46 22M 26 oa = 8 32 200 

ee 47 18M 46 one 6-2 50 50 6-4 31 220 140 10 ” 

4 48 46M 55 Of SAR 8S 4 34 560 290 £12 Normal 
I. 
49 55M 114 80 SWR 76 49 20 410 164 13 

SOM 42 , G85 @ 15 300 180 14 


378 J. INDIAN M. A., VOL. 37, NO. 8, OCTOBER 16, 1961 


TasLe 5—SHOWING INcIDENCE OF SAR ACCORDING TO 
Leucocyts Count, HAEMOGLOBIN, SERUM CHOLESTEROL, 
AND PLASMA FIBRINOGEN 


No. of No. with 


Items Range cases SAR 
Total 4000-11000 41 21 
leucocyte 11000-14000 8 4 
count /c.mm. >14000 2 

<5 2 1 
Hb. (g./100 ml.) 5-10 19 12 
>10 30 13 
Serum <100 Q 5 
cholesterol 100-240 36 17 
(mg./100 ml.) >240 6 + 
Plasma <200 3 3 
fibrrinogen 200-400 27 11 
(mg./100 ml.) >400 21 12 
TABLE 6—SHOWING INCIDENCE OF SAR ACCORDING TO 
AGE AND SEX 
Male Female 
Age ———— Total No 
No. No. No.of with 
Total with Total with cases SAR 
SAR SAR 
1-20 12 4 1 _ 13 4 
21-20 16 5 4 2 20 7 
31-40 5 4 4 4 a 8 
41-50 4 3 2 2 6 5 
>50 3 2 3 2 
Total 40 18 11 8 51 26 


below 30 years of age and in 15 of 18 patients 
above this age (Table 6). Of the 11 cases with 
rheumatic heart disease and SWR ; the ESR at 
37°C was less than 20 mm. in 7 and less than 
15 mm. or normal in 5, while of the 9 cases with 
SAR it was less than 20 in 2 cases and was normal 
in 1 case. Both cases of acute rheumatic fever 
showed SWR. The first attack of rheumatic 
fever or arthritis occurred more than 10 years ago 
in all the 9 cases with SAR and in 4 of the 11 
cases with SWR. SAR was seen in 4 of the 5 
cases above 30 years of age. These findings seem 
to indicate that SAR is uncommon in he presence 
of normal ESR readings and that it is more likely 
to be observed in the presence of active rheumatic 
process in cases of more chronic rheumatic heart 
disease. 

Paper electrophoresis showed that alpha |, 
gantma, and total globulins were often increased 
in rheumatic heart disease ; alpha 2, beta, and 
total globulins in nephrotic syndrome ; gamma 
and total globulins in cirrhosis of the liver ; and 
gamma globulin in infective hepatitis. Type of 


ESR showed no relation quantitatively to total 
proteins or the various protein fractions in the 
blood. No correlation could also be detected to 
the ratio between albumin and globulin, and be- 
tween gamma globulin and albumin, total glo- 
bulin, the rest of the globulins and alpha or beta 
globulins. 

Addition of euglobulin from the blood of SAR 
cases to the blood of SWR cases caused definite 
acceleration of ESR of the latter at 4°C and re- 
versed the SWR pattern to SAR pattern. Addi- 
tion of other protein fractions from SAR cases did 
not reverse the SWR pattern (Table 2). Addi- 
tion of SAR albumin fraction caused slight gene- 
ral decrease of ESR at both 37°C and 4°C. Ex- 
clusion of fibrinogen from the SAR blood also 
caused slight decrease of ESR at both the tem- 
peratures. Addition of euglobulin from SWR 
patients to their own blood or to blood of normal 
SWR controls caused, respectively, proportionate 
acceleration of ESR at both 37°C and 4°C and did 
not reverse the pattern showing that SAR had no 
relation to the quantity of euglobulin in the blood. 
Liver function tests were abnormal in 16 cases, 5 
cases of infective hepatitis, 6 of portal cirrhosis, 4 
of rheumatic heart disease and 1 of disseminated 
lupus. Of these 16 cases, SAR was observed in 8 
cases, 2 of rheumatic heart disease and 6 of portal 
cirrhosis. Liver was enlarged in 28 cases, spleen 
was enlarged in 9 cases, and ascites was present in 
14 cases. The type of ESR was not found to be 
related to clinical enlargement of the liver or the 
spleen or to presence of ascites. 

Simultaneous ESR determinations at 37°C and 
4°C in 25 patients with pulmonary tuberculosis 
and 10 normal healthy individuals showed SWR 
pattern. One case of advanced pulmonary tuber- 
culosis associated with nephrotic syndrome, how- 
ever, showed SWR pattern. 


COMMENTS 


Weingarten (loc. cit.) observed more rapid 
sedimentation at lower temperature (SAR) in seve- 
ral hepatic diseases. He also observd SAR in 
other diseases which were not primarily liver 
diseases, but assumed presence of some kind of 
hepatic damage in these cases. He concluded 
that SAR appeared to be associated with damage 
to the parenchyma of the liver. He, however, did 
not explain why SWR was not seen in most of his 
eases of catarrhal jaundice, a disease associated 
with parenchymal damage. Gupta (loc. cit.) 
studied cases with some hepatic disease and 
observed SAR in the majority of them. He also 
performed flocculation tests of hepatic function in 
his cases and observed good correlation between 
SAR and abnormality of these tests. He concluded 
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that SAR indicated hepatic parenchymal damage 
and that the test was comparable to flocculation 
tests of liver function. SAR was, however, not 
observed by him in any of the 12 cases of infec- 
tive hepatitis, and he stated that cases of infective 
hepatitis showed general slowing of the sedimen- 
tation rate which was assumed to be due to the 
presence of bile salts in the blood. 

In the present study it was of interest that 
SAR was observed not only in portal cirrhosis but 
also in rheumatic heart disease, rheumatoid arthri- 
tis, nephrotic syndrome, and myeloid leukaemia. 
As noted by Gupta, SAR was not observed in 
infective hepatitis. We however could not detect 
any relation of SAR either to hepatic enlargement 
or to flocculation tests of hepatic function. Of 
26 cases with SAR, abnormal liver function tests 
were seen in only 8 cases, and of 16 cases with 
abnormal tests, SAR was seen in 8 cases. In 
cases of rheumatic heart disease, SAR was not 
related to the presence of congestive heart failure 
which was associated with hepatic enlargement ; 
of 15 cases with heart failure only 7 showed SAR. 
None of the cases of nephrotic syndrome or rheu- 
matoid arthritis with SAR showed abnormal liver 
function tests. Again SAR was not observed in 
any case of jaundice due to infective hepatitis 
which is usually associated with liver cell necrosis. 
It was therefore clear that SAR has no definite 
relation either to parenchymal damage of the liver 
or to hepatic dysfunction, and that while hepatic 
disease can cause SAR, other diseases not asso- 
ciated with hepatic disease can also cause SAR. 

This is the first series in which the pattern of 
blood proteins in SAR cases was determined. We 
could not detect any correlation between the type 
of ESR and the blood proteins, either quantita- 
tively or in their proportion to each other. This 
study confirms the earlier observation of Gupta 
that some qualitative change occurs in the euglo- 
bulin fraction of the plasma proteins which is res- 
ponsible for SAR. Acceleration of ESR in cold 
eccurs in the presence of cold agglutinins. These 
were investigated in some of the cases with SAR 
and were not found to be of significance except in 
one case of portal cirrhosis. 

Incidence of SAR was greater in patients 
above 30 years of age and in female patients. In 
patients with rheumatic heart disease SAR was 
more frequent in those with more chronic disease 
and with raised ESR, indicating activity of rheu- 
matic process. Whether these findings have any 
significance requires further investigation in a 
larger series of cases. 

It is thus seen that (i) SAR occurs in cirrhosis 
of liver which is a chronic disease but not in acute 
infective hepatitis; (ii) that SAR also occurs 
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in other diseases not associated with hepatic 
damage ; (iii) that there is no definite relation be- 
tween SAR and flocculation tests of hepatic func- 
tion ; and (iv) that SAR is not associated with any 
definite pattern of blood proteins but is associated 
with some qualitative change in the euglobulin 
fraction of the blood proteins. 

It is known that liver represents the strategic 
focal point in the total protein metabolism and 
that a particular role is played by the intrahepatic 
and extrahepatic portions of the reticulo-endothe- 
lial system or the active mesenchyma, and that 
many clinical observations are easily explained by 
the assumption that the R.E. system is implicated 
in the formation of the more coarsely dispersed 
globulins (Wuhrmann and Wunderly, 1960). 
The present study shows that some qualitative 
change occurs in euglobulin in portal cirrhosis, 
rheumatic heart disease, rheumatoid arthritis, 
nephrotic syndrome, and myeloid leukaemia, 
diseases which are associated with disturbance of 
the mesenchyma or R.E. system. It is therefore 
suggested that SAR occurs in certain diseases 
when there is some common basic disturbance of 
the active mesenchyma, intrahepatic or extrahepa- 
tic, which causes an altered mesenchymal reacti- 
vity and production of euglobulin with some 
qualitative change. Such a concept can explain 
the occurrence of SAR in hepatic diseases as well 
as in other diseases. The nature of the change 
in the euglobulin requires further study. 


SUMMARY 

Erythrocyte sedimentation was determined 
simultaneously at 37°C and 4°C in 51 patients. 
Increased sedimentation at 4°C (SAR) was 
observed in patients with portal cirrhosis, rheu- 
matic heart disease, nephrotic syndrome, rheuma- 
toid arthritis, and myeloid leukaemia. 

SAR showed no relation to the pattern of 
plasma proteins and was due to some qualitative 
change in the euglobulin fraction. It showed no 
definite relation to abnormality of liver function 
tests. 

It is suggested that SAR is associated with 
some mesenchymal disturbance which leads to 
production of altered euglobulin. 
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PRIMARY LATERAL SCLEROSIS 


With Report of 7 Cases 


B. L. AGARWAL, MD., M.R.c.P. 


Reader in Medicine and Physician 
G. S. V. M. Medical College, Kanpur 


A number of closely allied neurological dis- 
orders which are characterised by the sole involve- 
ment of pyramidal tracts have been described in 
tropical and subtropical countries. They are as 
follows : 

1. Lathyrism. 

2. Spastic paraplegia of allied prisoners of war 
under Japanese (Burgess, 1946; Price, 1946; 
Spillane and Scott, 1945; Clarke and Sneddon, 
1946). 

3. Twenty-one cases of spastic paraplegia 
described by Minchin (1940) and termed as 
‘primary lateral sclerosis of India.’ 

4. ‘Kitondji’—a spastic paraplegia of Belgian 
Congo (Lucasse, 1952). 

Inspite of the close similarity in the clinical 
features of the patients of the last three groups 

- with those of lathyrism, they probably belong to a 
separate disease entity or entities as they did not 
give any history of consumption of vetch lathyrus. 

Wechsler and Brody (1946) in America also 


Taste 1—SHOWING CLINICAL FRATURES OF THE AUTHOR’S SERIES OF 7 CASES 


described 16 cases of primary lateral sclerosis but 
they were seen in much older people (40 years or 
above) and in entirely different socio-economic and 
environmental conditions and therefore no attempt 
is made to compare them with this series. 


OBSERVATIONS 


During a period of four years from 1954 to 
1957 we could collect only seven cases which 
fulfilled the criteria for diagnosis of primary 
lateral sclerosis. None of these patients had con- 
sumed Lathyrus sativus (khesari dal). The clini- 
cal features of these cases are shown in Table 1. 


CASE REPORTS 


Case I—A Hindu farmer, aged 20 years, was admitted 
to hospital in December 1954 with spastic paraplegia. 
He first noticed pain in calf muscles on walking half 
a mile or more three months before admission. Soon 
his lower limbs started ‘trembling’ and the joints felt 
‘tight’; walking became increasingly difficult, till he had 
to use a stick for walking short distances. He never 
felt any tingling or numbness of the limbs. He gave 
no history of trauma on the back. He never took 
khesari dal. 

Examination revealed a well built, healthy young man 
with no signs of avitaminosis. Fundus, cranial nerves 
and upper limbs were normal. There was marked spasti- 
city of both lower limbs. Abdominal and cremasteric 
reflexes were present. Knee and ankle jerks were very 


Duration 


Age of and Sensory 
ore cremasteric 
changes 
No, (years) admission reflexes 


(months) 


S. F. 


Degree of 


spasticity Cells Protein Sugar Chloride 
(No.) (g. %) (mg. %) (mg. %) W-R- 


Nil 


Abdomen + 


Cremast. + 
2 22 18 - Vibration impair- 
ed at ankles 
3 30 12 Abdomen + Subjective only, 
Cremast. — no objective 
sensory 
changes 
a 16 6 + Nil 
5 3) 12 + Subjective symp- 
toms of burn- 
ing only, no 
objective sen- 
sory changes 
6 19 5 + Nil 
7 21 3 Abdomen — Nil 


Cremast. + 


+++ 5 <25 80 715 - 
Rt. +++ 3 20 70 720 - 
It. ++ 
+++ 4 25 60 720 - 
++ 6 <25 75 700 - 
++++ 4 30 65 700 + 
++++ 8 45 70 710 - 
+4+4+ 4 20 45 710 - 


N.B.—Myelogram showed no abnormality in Cases 1, 2,4 and 6. It was not done in Cases 3, 5 and 7. 
X-ray examination of the spine was normal in all the cases. 


380 


a 
: 1 2 
¥ 


brisk. Patellar and ankle clonus could be elicited. 
Plantar responses were extensor in type in both legs. 
No wasting or sensory changes could be detected. The 
patient could walk with the help of two sticks and dis- 
played a typical scissors gait. Bladder and bowel func- 
tions were normal. 

Cerebrospinal fluid examination showed protein 
less than 25 mg. per cent., sugar 80 mg. per cent., 
chlorides 715 mg. per cent and cells 5 per cent. Lange’s 
colloidal gold reaction showed no abnormality. W.R. of 
both blood and C.S.F. was negative. Haemoglobin was 
145 g. per cent, and total red cells 48 mill. per c.mm. 
Radiographs of lumbar) and lower dorsal vertebrae also 
showed no abnormality. Myelogram revealed free move- 
ment of ‘myodil’ up to upper dorsal vertebrae. 

Case 2—A Hindu student from rural area, aged 22 
years, was admitted to the hospital in April 1954 for 
heaviness and stiffness of lower limbs during walking for 
one and a half years. His disability progressively in- 
creased but he was still able to walk with the help of a 
stick. 

On examination well developed spastic paraplegia of 
lower limbs with brisk deep reflexes and extensor plantar 
responses were found. Right lower limb was more 
spastic than the left and deep reflexes on that side were 
more increased than on the left. Abdominal and cremas- 
teric reflexes were absent. There was some impairment of 
appreciation of vibration sense at ankles. No abnor- 
mality was detected in cerebrospinal fluid, radiographs 
of spine and myelogram. Serological reactions of blood 
and C.S.F. were normal, 

Case 3—A Hindu cultivator, aged 30 years, started hav- 
ing tingling and trembling of legs a year before admission 
to the hospital in August 1954. There was only slight 
weakness and stiffness of lower limbs in the beginning 
but it had considerably increased in the last six months. 
There was characteristic spastic paraplegia of lower limbs 
without any sensory changes, though voluntary move- 
ment was present. The abdominal reflexes were very 
sluggish and cremasteric responses could not be elicited. 
Ankle and patellar clonus were elicitable. He was unable 
to walk but could stand with support. Cerebrospinal 
fluid, radiographs of spine and myelogram did not re- 
veal any abnormality. 

Case 4—A well-to-do young farmer, aged 16 years, 
was admitted to the hospital in April 1955 with weakness 
of both lower limbs. Six months prior to this he 
developed pain in the lower dorsal region which lasted 
for about a week. There was no history of radiation of 
pain. After this he noticed weakness and unsteadiness 
of lower limbs which gradually increased for about 15 
days, and since then the disability had been stationary 
till admission. 

On examination purely motor spastic paraplegia was 
found. Abdominal and cremasteric reflexes were present. 
There was no objective evidence of any sensory or cere- 
bellar deficiency to account for unsteadiness. Cerebro- 
spinal fluid, radiographs of spine and myelogram were 
normal. 

Case 5—A landless farmer, aged 30 years, was ad- 
mitted to hospital in October 1956 with complaint of 
gradually increasing weakness of lower limbs of one 
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year’s duration. He first noticed stiffness of legs after the 
day’s work, which he attributed to tiredness. Later, he 
had increasing difficulty in lifting the legs which 
seemed to be extremely heavy. Occasionally there 
was sensation of burning in the feet. He was a poor 
man and often lived on one meal a day, but looked 
well nourished and healthy. There was no history of 
consumption of khesari dal in any appreciable quantity. 

Examination revealed grossly spastic paraplegia with 
no sensory changes. Abdominal and cremasteric reflexes 
were present. The patient experienced severe spasm in 
the adductor and extensor group of muscles in the lower 
limbs on slightest handling. Even with support, walking 
was impossible. Investigations showed nothing abnor- 
mal. 

Case 6—A part-time Hindu shop assistant and farmer, 
aged 19 years, first noticed heaviness of lower limbs and 
stiffness of knee joints in September 1956. He used to 
feel as if his ‘legs were not under control’ and was 
‘shaky’ on walking. The disability progressively in- 
creased for four months but remained stationary for a 
month at the time of admission. No subjective sensory 
symptoms were preseut. He could afford normal diet. 
On examination the lower limbs were found so spastic 
that they could only be flexed with difficulty and exhibit- 
ed spontaneous ankle clonus. Deep reflexes were brisk, 
plantars extensor and abdominal and cremasteric re- 
flexes were present though sluggish. There were no 
sensory changes or signs of cerebellar deficiency. Re- 
sults of investigations including myelography were 
normal. 

Case 7—A Hindu cultivator, aged 21 years, was ad- 
mitted to hospital in November 1957 complaining of 
difficulty in walking for 3 months. At first he noticed 
heaviness of the right leg, followed by similar sensation 
in the opposite limb. In about 10 days both the limbs 
became equally weak and stiff. Difficulty in walking pro- 
gressively increased till the patient was confined to bed. 
During the 20 days preceding admission his condition 
remained stationary. 

Examination revealed gross spasticity and weakness 
of both lower limbs. Knee and ankle jerks were very 
brisk and both patellar and ankle clonus could be easily 
elicited. Plantar response was bilaterally extensor. 
Abdominal reflexes were absent and cremasteric reflex 
could be obtained in the first one or two attempts. 
There were no sensory changes. No abnormality was 
detected in cerebrospinal fluid, radiographs of spine and 
serological tests of both blood and cerebrospinal fluids. 


Clinical features of the above seven cases are 
compared in Table 2, with certain allied neuro- 
logical disorders. 


ALLIED NEUROLOGICAL DISORDERS : 


Lathyrism—It is an affection of pyramidal 
tract of a toxidegenerative nature giving rise to 
spastic paraplegia in young male adults without 
any sensory changes, in a vast majority of cases. 
Cases have been reported from India, Abyssinia, 
Algeria, Persia, France and Italy. It has been esta- 
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TABLE 2—SHOWING COMPARISON OF THE PRESENT SERIES OF CASES WITH THOSE OF ALLIED NEUROLOGICAL DISORDEKS 


Clinical features Lathyrism 


Spastic paraplegia 


Kitondji 


Minchin’s cases Present series 


of R.A.P.W.I. 
No. of cases Observations on a 40 cases of Burgess’ 21 34 7 
large series of cases and a few (number 
by Roy, Lal, and not specified) of 
Govil et al Price, and Clarke 
and Sneddon 
Age (years) 20—30 20—30 19 to 45 8 to 14 16 to 30 
(Not stated definitely) 
Sex an ... Predominantly male All male All male, except Either sex All male 
one 
History of con- Always present Nil Nil Not stated Nil 
sumption of 
Lathyrus  sati- 
vus 
History of occur- Present Not known Nil 1-2 cases in the Nil 


rence of similar 
cases in that 
area 


same village 


State of general Good Better than that of Not stated Good Good 
health other prisoners of 
war (Price) 
Signs of avitami- Nil Not stated specifically, Not stated Nil Nil 


nosis and other 
nutritional de- 


but marked ribofla- 
vin deficiency was 
noted in other pri- 


ficiencies 
soners of war dur- 
ing this period (Bur- 
gess) 
Muscular power Billaterally symmetrical diminution of muscular power and gross spasticity of lower limbs 
and tone 
Sensory abnor- Nil Not stated specifically Nil, except in Nil. (Deep sen- Impairment of 
malities 2 cases who sibility not in. vibration in 
had iimpair- vestigated) one 


Abdominal and Usually present in Not stated 
cremasteric re- early stages 

flexes 
Sphincter distur- Usually nil Not stated 
bances 


Normal 


Laboratory and 
radiological find- 
ings 


Could not be done 


ment of vibra- 
tion at ankles 


Preserved in 12 Mostly normal 


out of 21 cases cases 
Nil Nil Nil 
Normal Normal Normal 


blished on epidemiological grounds that the disease 
occurs when vetch (Lathyrus sativus in India) 
forms a very high proportion (usually 40 to 60 per 
cent) of the total quantity of cereals taken in the 
diet of a population for a period of 4 to 6 months. 
Poor, usually landless, labourers are compelled to 
consume large quantities of this cheap cereal in 
times of famine, epidemic, war, flood or due to 
economic condition (Acton, 1922; Roy, 1951 ; 
Lal, 1949 ; Govil et al, 1959). A number of cases 
may occur in a village under the above circum- 
stances which is of considerable help in diagnosis. 


Spastic paraplegia of recovered allied prisoners 
of war and internees—Burgess (loc. cit.) reported 
40 cases of spastic paraplegia that occurred in the 
first 18 months of internment of allied troops in a 


camp at Singapore. They formed only a small 
percentage of other deficiency disorders of the 
nervous system. Price (loc. cit.) also noted a few 
cases of spastic paraplegia within first six months 
in two camps where prisoners suffered less privation 
than average. Amongst the sick internees released 
from Hongkong Prisoners of War camp, a few 
were noted to have spastic paraplegia (Clarke and 


; 
a 
We 


Sneddon, loc. cit.). Price (loc. cit.) and Spillane 
(1947) have observed close tesemblance of this 
syndrome to lathyrism. But the two conditions 
could not be identical because lathyrism has not 
yet been reported from South East Asia and 
Lathyrus sativus was not shown to be a part of the 
deficient diets as detailed by Burgess (loc. cit.). 

Minchin’s cases of spastic paraplegia—Minchin 
(loc. cit.) described 21 cases of spastic paraplegia 
of undetermined aetiology. Except for one, all 
his patients were male, whose ages ranged from 
19 to 45 years. The abdominal and cremasteric 
reflexes were preserved in more than half of his 
cases. He was so impressed by their resemblance 
to lathyrism that he called them ‘lathyrism 
without lathyrus’. 

Kitondji—34 cases of spastic paraplegia of 
rapid onset affecting children and adolescents 
were observed by Lucasse (loc. cit.). Most of 
them were sequelae of an epidemic of this disease 
that occurred in 1936-37 in Kwango region of 
Belgian Congo. It was accompanied by spasm of 
different adductor and flexor muscles of the lower 
parts of the body. Cranial nerves and upper 
limbs were spared. 


DISCUSSION 


Patients should be followed for a considerable 
length of time before one can be certain that the 
condition is limited solely to pyramidal tracts. 
Condition with initial pyramidal signs may later 
turn out to be disseminated sclerosis, subacute 
combined degeneration, motor neurone disease or 
even compression of cord. Admittedly a long 
follow-up has not been possible in our patients but 
the exclusive involvement of pyramidal tracts in 
established cases and the absence of any abnormal 


‘laboratory findings can distinguish them from the 


above disorders. 

Disseminated sclerosis is considered rare in the 
tropics (Brain, 1955), though cases have been 
described by Desai (1955), Bhargava and Berzy 
(1961), and Singh et al (1954). It can certainly pre- 
sent itself as spastic paraplegia occasionally. We, 
however, feel that the disease is extremely un- 
common, if not unknown, in this part of the 
country as we have not seen a single case in the 
last 8 years when we have been specially looking 
for it. Besides, the justification for considering 
atypical cases arise only when typical forms are 
abundant. 

Similarly, the incidence of pernicious anaemia 
and subacute combined degeneration of the cord 
is very low in this country (Das Gupta and 
Chaterjea, 1951 ; Davidson and Fulberton, 1939 ; 
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Napier, 1940). Solitary or small series of 
similar cases have been described by Taylor and 
Chitkara (1940), Desai (loc. cit.), Konar (1951) and 
others, sometimes on insufficient grounds. The 
complete lack of evidence of involvement of 
posterior columns and peripheral nerves, except in 
Cases 2 of the present series who had impairment 
of vibration at ankles, and younger age excluded 
this diagnostic possibility. 

Spinal tumours may present themselves as 
purely motor spastic paraplegia (Marshal, 1955) 
or exist with minimum neurological signs 
(Moersch et al, 1951) presenting great diag- 
nostic difficulty. Agarwal (1956) reported a 
case of neurofibroma in a young female who had 
purely motor spastic paraplegia without any 
objective sensory changes. In all these cases 
myelography, radiographs of spine and raised 
protein content often with diminished tension of 
cerebrospinal fluid gave a clue to the correct 
diagnosis. Though a myelogram could not be 
done in 3 out of 7 cases, normal radiographs 
of spine, normal protein content of cerebrospinal 
fluid and isolated signs of pyramidal lesion did not 
warrant an exploratory laminectomy in the cases 
of the present series. 


Formerly the term primary lateral sclerosis 
used to denote those few cases of motor neurone 
disease where the degeneration of pyramidal fibres 
in lower spinal cord preceded the anterior horn 
cell degeneration, i.e., a variety of motor neurone 
disease. The clinical features of such cases would 
then be indistinguishable from the cases of the 
present series, as a follow-up of our cases has not 
been possible. In practice, however, it never 
caused any confusion as motor neurone disease is 
a malady of late middle life. 


Spinal syphilis is undoubtedly the commonest 
aetiological factor in the causation of paraplegia in 
this country. An incidence as high as 542 per 
cent has been given by Sathe (1955). But in the 
present series normal serology of blood and 
cerebrospinal fluid, without any history of previous 
antisyphilitic treatment and absence of objective 
sensory changes in these cases, the possibility of 
neurosyphilis is remote. 


As these patients with spastic paraplegia have 
practically identical clinical features (Table 2) 
one may be tempted to surmise that they belong 
to a single disease entity. In the existing state 
of our knowledge they cannot be grouped under 
lathyrism due to absence of history of consump- 
tion of vetch, a sine qua non for such a diagnosis. 
The similarity of clinical picture with lathyrism, 
however, raises the possibility of their causation 
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by the same toxic principle or deficiency state as 
is induced by consumption of Lathyrus sativus. 
It may be present in the diet items as yet unsus- 
pected, and ultimately enable the inclusion of 
lathyrism under a better descriptive term of 
‘primary lateral sclerosis of the tropics.’ 


SUMMARY 


Seven cases of primary lateral selerosis occur- 
ring in young adults have been described. 

The close similarity between these cases and 
closely allied neurological disorders like lathyrism, 
spastic paraplegia of Allied Prisoners of War 
during World War II, and a series of cases des- 
cribed by Minchin, and ‘Kitondji’ is emphasised. 

It is suggested that all these patients belong to 
a single disease entity which at present has to be 
considered distinct from lathyrism, as there is no 
history of consumption of Lathyrus sativus. The 
lateral sclerosis in both the groups may, however, 
be due to the operation of the same factor, toxic 
or nutritional in nature. 
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Histoplasma capsulatum, the causative organ- 
ism of histoplasmosis, was first seen in 1906 when 
Darling described protozoan-like round bodies in 
the endothelial cells and in the monocytes of 
cases of splenomegaly in Panama. The fungal 
nature of these parasites was first pointed out by 
DaRocha (1912), and later De Monbreum (1934) 
isolated and cultured the fungus. Since then 
cases of histoplasmosis have been reported from 
almost every country and extensive clinicopatho- 
logical studies have been made in U.S.A. 


Visceral histoplasmosis is a rare disease in 
India. Only four cases have been reported from 
this country (Panja and Sen, 1954; Sen Gupta 
et al, 1957 ; Ichaporia, 1958 ; Chatterjee and Das, 
1960), three from Calcutta and one from Bombay. 
Andleigh (1958) tried to isolate Histoplasma 
capsulatum from 125 cases of pulmonary tuber- 
culosis from hospitals and sanatoria in India and 
did not find any positive case. Surveys of his- 
toplasmin skin sensitivity made at Agra (Wahi, 
1955) and Calcutta (Sen and Ghosh, 1955) show 
low skifi reactivity. 


ae 
3 
AG 


Tirumalachar (1956) has recently isolated his- 
toplasma species from the soil. 


Clinically the most common symptom in 
pulmonary histoplasmosis is frequent ‘colds’ with 
sputum usually mucoid and occasionally blood- 
stained. Some cases have symptoms for years 
(Charr, 1953). A large number of cases have no 
symptoms and the only evidence of hjstoplasmosis 
infection is a positive skin test and, quite fre- 
quently, calcified areas in the lungs or hilar 
nodes. Findings of this nature are most com- 
mon in the States bordering the Mississippi and 
its larger tributaries especially in Kansas city 
where about 80 per cent are positive reactors 
(Beadonkoff et al, 1949; Christie and Peterson, 
1945 ; Palmer, 1945). 


Furculon et al (1947) have described the x-ray 
picture in pulmonary histoplasmosis. There is no 
appearance specific to histoplasmosis. The find- 
ings may be an exaggeration of peribronchial 
tissue markings extending outwards from the hilar 
region, infiltration, consolidation and scattered or 
conglomerate nodules in one or both lungs. 
Charr (loc. cit.) has noted close resemblance to 
pulmonary tuberculosis with cavitation in some 
cases. Definite diagnosis of pulmonary _histo- 
plasmosis requires isolation and identification of 
the fungus from the sputum. Animal inocula- 
tion, complement fixation tests and cutaneous test 
are also useful in diagnosis. The outstanding 
morphologic and cultural characteristics of Histo- 
plasma capsulatum have greatly helped in their 
rapid isolation. Unlike many fungi, it easily 
grows on blood agar at 37°C producing smooth 
white colonies indistinguishable morphologically 
from those of Staphylococcus albus. Culture on 
Sabouraud’s glucose agar at room temperature first 
yields white cotton-like growth which in a few 
days assumes a brownish tinge. Presence of 
tuberculated chlamydospores is diagnostic of 
Histoplasma capsulatum. 


A case of pulmonary histoplasmosis with 
spontaneous recovery is reported. It is the fifth 
case to be reported from India. 


Case REPORT 
HISTORY AND CLINICAL EXAMINATION : 


H. S., aged 35 years, male, Hindu, a worker in 
the weaving section of a local textile mill for eight 
years, was referred by a medical colleague to the Tuber- 
culosis Department of G. S. V. M. Medical College 
Hospital, Kanpur, with provisional diagnosis of pulmo- 
nary tuberculosis. He complained of cough with ex- 
pectoration for seven years, pain in the left side of 
the chest for 5 years and haemoptysis off and on for 
one year. Past illness was essentially unrevealing. His 
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father died of a chronic respiratory illness, the nature 
of which was not known to the patient. The patient 
was all right seven years before his admission to the 
wards when he had an attack of ‘common cold’ which 
persisted. The cough, which was dry at first, became 
productive later. The expectoration was moderate in 
amount and had no relation to the posture; it was 
yellowish in colour. Two years later he started com- 
plaining of dull pain on the left side of the chest; the 
pain was slightly aggravated by deep breathing. He 
had three bouts of small haemoptysis in the year pre- 
ceding his admission. 

Clinical examination in the ward revealed a young 
man of thin build. Temperature was 98-6°F, pulse 
92/min., B.P. 128/70 mm. Hg and weight 86 lb. On 
examination of the respiratory system, the trachea was 
found deviated to the left side, there was impaired per- 
cussion note with diminished intensity of breath sounds 
and decreased vocal resonance at the left supra- and 
interscapular regions. Nothing abnormal was detected in 
other systems. 


INVESTIGATIONS : 


Urine analysis and stool examination showed normal 
results. Leucocyte count was 7,400/c.mm. with neutro- 
phils 70 per cent, lymphocytes 29 per cent and mono- 
cyte 1 per cent; Hb. 14 g. per cent, RBC 4-72 mill./ 
c.mm. and ESR (Wintrobe) 16 mm./first hour. Mantoux 
test was positive (induration 8 mm.) with 5 TU, PPD. 
Smear examination of sputum for tubercle bacilli was 
negative six times and culture was negative thrice. 
Fresh untreated preparation of sputum was examined 
on three occasions under a cover glass. The fungus 
appeared to consist of transparent glistening hyphae, 
irregularly branching and also of some small round 
shaped 4—8 uw sized yeast-like forms, some apparently 
attached to the hyphae, others lying free. Besides these, 
there were many polymorphonuclear leucocytes, a few 
epithelial cells and strands of pulmonary tissue. Gram’s 
staining showed presence of staphylococci, streptococci 
and a few pairs of pneumococci. The sputum was cul- 
tured on Sabouraud’s glucose agar medium and incubat- 
ed at room temperature. On the tenth day there was 
some evidence of growth which appeared as jumbled 
up thin strands whitish in colour, not unlike a ball of 
cotton (Fig. 1, vide Plate). The growth slowly changed 
its colour from white to buff, and in three weeks’ time, 
to dark brown. The texture of colonies also changed 
from fluffy mass to firm, mould like, slightly granular 
appearance. Smear prepared from early cotton-white 
growth and stained by Gram’s technique was seen to be 
formed of numerous small budding yeast-like forms 
taking a pinkish stain. These forms measured roughly 
1-5-4 mw in size (Fig. 2, vide Plate). The smear from 
the later firm brown colonies, on Gram’s staining, 
showed short thick irregular hyphae surrounded by 
clusters of large chlamydospores. These spores stained 
deep reddish brown and with higher magnification, 
showed finger-like projections emerging from the peri- 
phery imparting a typical tuberculated appearance, diag- 
nostic of Histoplasma capsulatum. Subculture on blood 
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white cotton-like growth in 2 to 3 days, composed of 
small thin walled spherical budding yeasf-like cells, 
about 2—4 uw in size. The culture is being maintained 
on blood agar plate by repeated subcultures at intervals 
of 8 to 10 days. 

The peripheral blood picture and bone-marrow mate- 
rial were persistently negative for Histoplasma capsula- 
twm and so was the gland biopsy from cervical region. 

A cutaneous test with antigen prepared from stock 
histoplasmin (lot H-42), kindly supplied by the depart- 
ment of Health Education & Welfare, Public Health 
Services U.S.A., in a dilution of 1:100 was done accord- 
ing to the given instructions. Skin reaction, read at 
48 hours, gave an induration of 4 mm. 


Skiagram of the chest on admission (Fig. 3, vide 
Plate) showed a dense non-homogeneous shadow occupy- 
ing the upper two-thirds of the left lung with rather promi- 
nent hila and bilateral reticular shadows and honey- 
combing. There was a small pleural effusion oblitera- 
ting the right costophrenic angle. A bronchogram 
showed small cysts especially noticeable in the right 
lung. 


TREATMENT AND COURSE OF THE DISEASE : 


The patient was placed on symptomatic treatment, 
multivitamin capsules and bed rest. No specific treat- 
ment was given. After three months’ stay in the hospital 
the cough had practically disappeared and the patient 
had no more bleeding episodes. A repeat skiagram of 
the chest (Fig. 4, vide Plate) showed marked clearing 
of the radio-opaque shadow on the left side, reticular 
shadows and honeycombing became less marked and the 
fluid on the right side disappeared. This is surprising 
in view of the fact that the patient did not get an 
specific treatment. 


COMMENT : 


The diagnosis of pulmonary histoplasmosis was made 
on the typical cultural characteristics of the fungus 
grown from the sputum and by exclusion of the common 
pulmonary diseases. The histoplasmin skin test, which 
was done to confirm the diagnosis, showed an indura- 
tion of 4 mm. “Interpretation of reactions measuring 
from 4-9 mm. is less certain, as in some localities they 
may represent a mixture of some specific reactions and 
some non-specific reactions’. However, though a defi- 
nitely positive cutaneous test strongly favours the 
diagnosis, a negative test does not exclude it; negative 
reaction to intracutaneous histoplasmin injection has 
been obtained in patients with proved histoplasmosis by 
Zielger (1946), Zwerling and Palmer (1946) and Stokes 
et al (1950). 


An interesting feature of the case was the presence 
of cystic changes in the lungs on bronchogram. This 
feature of the disease has not been previously described. 
May be cystic disease of the lung was a coincidental 
finding. Another remarkable observation was spontan- 
eous clearing of the radiological shadows associated with 
symptomatic improvement. The case reported by Icha- 


poria (loc, cit.) probably also had a spontaneous re- 
covery. In the present case, clinically, the lung was the 
exclusively affected organ while the previous cases of 
visceral histoplasmosis reported from India were of the 
disseminated variety with involvement of multiple organs. 


SUMMARY 


Relevant literature of pulmonary histoplas- 
mosis is reviewed and a case with spontaneous 
recovery reported and discussed. 
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Among the several antifungal antibiotics 
known, the polyene type of antibiotics is becom- 
ing important in view of the fact that some 
of them are clinically useful. Most of them are 
active against fungi, with very little or no acti- 
vity against bacteria. Nystatin among the tetra- 
enes, and amphotericin B, among the heptaenes 
have so far been used widely in treating diseases 
affected by fungi. Nystatin has been known to 
be active against Candida albicans, and ampho- 
tericin B against some mycetes like Histoplasma 
capsulatum and others. 

Hamycin is one of the polyene antibiotics 
belonging to the group heptaene recently deve- 
loped at the Hindustan Antibiotics Research 
Laboratory. It is produced by one of the Strepto- 
myces species, S. pimprina-Thirum, having very 
high activity against several human pathogens, 
chiefly Candida albicans. The requisite quantity 
of the antibiotic became available for our studies 
through the courtesy of Hindustan Antibiotics 
Ltd. which enabled us to plan studies on the 


TasLe 1—SHOwING CLINICAL FEATURES OF 45 INFANTS WITH ORAL THRUSH TREATED WITH HAMYCIN 


Onset of infection (days) —_—__— 


and No. of cases 
Mature Premature Male 


clinical uses of this antibiotic. The first group 
of 45 cases of oral thrush in infants in which 
this antibiotic was used is presented in this paper. 


MATERIAL AND METHODS 


Forty-five unselected cases of oral thrush 
diagnosed clinically in the maternity wards of 
Sassoon Hospitals, Poona, were taken up for this 
study. 

A swab from the affected lesions of the mouth 
was taken under aseptic precautions and a KOH 
preparation was made for microscopic examina- 
tion. Primary cultures were done on Sabouraud- 
cycloheximide-chloramphenicol medium. Pure 
culture isolations and species identification of 
Candida was done by the methods recommended 
by Ajello and George (1959). Cornmeal agar was 
used in place of Nickerson’s medium for chlamy- 
dospore formation, because culture diagnosis 
mainly based on Nickerson’s medium cannot be 
solely depended upon as it has been pointed out 
that many fungi of dematiaceous group and also 
some bacteria give dark coloured growths on 
Nickerson’s medium similar to Candida growth. 
(Taschdjian, 1957). 

Hamycin was used in these cases in the form 
of glycerine suspension of 0°1 per cent concentra- 
tion and was applied to the entire oral cavity with 
a sterile swab three times daily. The treatment 
was stopped as soon as the clinical sign dis- 
appeared. Follow-up cultures were done in only 
27 cases as the rest of the mothers left the hospi- 
tal against medical advice. Cultures were done 
on the 5th, 8th and again on the 10th day. Com- 
plications like diarrhoea and dehydration were 
treated with appropriate therapy. 


CLINICAL FEATURES 


Thrush appeared in the first week of neonatal 
period in 36 out of 45 cases (Table 1). Of these 


Mode of feeding 


Respira- 


Female Diarrhoea tory 


infection 


1 to 7 (36 cases) 

8 to 15 ( 6 cases) 

16 to 24 ( 3 cases) 
Total ... 


3 


Preliminary Observations 

3 

No. of cases Sex Symptoms 

: 

: - 29 7 17 19 6 = 2 34 2 

3 b 5 1 2 4 2 < 1 4 2 

2 i 1 2 2 1 

9 20 25 8 3 40 5 
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nine babies were premature. The affection was 
slightly more in female babies in this series. 
Except five, all the babies were breast-fed infants. 
Diarrhoea with accompanying dehydration occur- 
red in eight cases. Three babies had conjunc- 
tivitis. None of the babies had pyrexia, nor did 
they suffer from respiratory tract infection. 
Microscopic examination with KOH preparations 
revealed small oval 2 to 4 mw budding yeast-like 
cells. Sugar fermentation and assimilation tests 
revealed Candida albicans in 32 cases, Candida 
tropicalis in 8 cases, Candida pseudotropicalis in 
3 cases and Candida stellatoidea in 2 cases 


RESULTS OF TREATMENT 


Of the 45 cases, thrust cleared up in 18 by the 
fourth day of the treatment, and in the rest 
by the seventh day (Table 2). On an average 
it was noticed that in most of the cases the infec- 
tion cleared up by the fifth day of treatment. 
In all cases diarrhoea stopped during the course 
of treatment. In 27 cases where follow-up cul- 
tures were done, cultures were positive on the 
fifth day. In 21 cases the cultures were negative 
by the eighth day, and in all cases cultures be- 
came negative by the tenth day. None of the 
babies died in this series. 


TaBLe 2—SHOWING RESULTS OF TREATMENT WITH 
HAMYCIN 


No. of Culture ‘report 
days of Clinical 


treatment ~— 5th day 8th day 10th day 


1 to 4 18 Culture was not done as the patients 
left the hospital 

4 to 7 27 Positive Negative Negative 
in all in 21 in all 
cases cases cases 
DISCUSSION 


No attempt was made to compare the efficacy 
of the drug with other drugs commonly used in 
the treatment of this condition like gentian violent 
or nystatin and others. However, the experience 
gained with this series, shows that hamycin is 
very effective in the treatment of Candida albicans 
infection causing clinical thrush. The drug is 
used in 0°1 per cent concentration and even at 
such a low concentration it was found to have 
excellent action against Candida albicans and 


other species of Candida. With three daily appli- 
cations inside the oral cavity, haymycin showed a 
good clinical response in 18 cases by the fourth 
day and in the rest of the cases by the seventh 
day. In 27 cases which were followed up, myco- 
logical cure was observed in 21 cases by the eighth 
day and in all cases by the tenth day. It was also 
observed that severe diarrhoea in one case was 
controlled immediately after treatment with 
hamycin. 


SUMMARY AND CONCLUSIONS 


1. Forty-five infants with oral thrush were 
studied both clinically and mycologically with 
hamycin. 


2. Thirty-two cases were caused by Candida 
albicans. 


3. Clinical cure was observed in 18 cases by 
the fourth day and in the rest by the seventh day 
of treatment. In the 27 follow-up cases, myco- 
logical cure was observed in 21 cases by the eighth 
day and in all cases by the tenth day. 


4. Hamycin also effectively controlled diar- 
rhoea which occurred as a complication of oral 
thrush. 


5. The drug was found to be safe and free 
from toxic effects. 

6. Hamycin administered locally inside the 
oral cavity is a promising drug in the treatment 
of oral thrush. 
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AND 
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A casual survey of the skulls in the depart- 
ment of anatomy, revealed a good deal of varia- 
tions in the pattern of zygomaticomaxillary 
suture and the suture of the infra-orbital foramen. 
A study of the available literature revealed that 
the sutures have been rather inadequately des- 
cribed. The various textbooks, edited by Thane 
(1893), Frazar (1940), Brash (1951), Schaeffer 
(1954) and Johnston et al (1958) lack in details of 
the suture. 

However, Wood Jones (1949) described three 
common variations in the zygomaticomaxillary 
suture and the suture of the infra-orbital foramen. 
His observations were perhaps based mostly on 


skulls of the white races. To the best of our 
knowledge there is no record of such varia- 
tions on the Indian skulls. Two hundred such 
sutures of skulls obtained from Indian cadavers, 
mostly belonging to Madhya Pradesh were exa- 
mined. The various patterns seen, have been 
described, discussed and compared with patterns 
described by Wood Jones. 


OBSERVATIONS 


Seven different patterns of the zygomatico- 
maxillary suture and the suture of the infra- 
orbital foramen were observed in the 200 sutures 
(100 skulls) studied. 

Pattern 1—In this variety, seen in 36 per cent 
of cases, the zygomaticomaxillary suture and the 
suture for the infra-orbital foramen met at or near 
the infra-orbital margin but bifurcated again in 
the floor of the orbital cavity. Seventy-two such 
cases were recorded (Fig. 1). 

Pattern 2—In this type the suture of zygo- 
maticomaxillary union and the suture of the infra- 
orbital foramen were wide apart on the face and 


-did not meet each other even in the floor of the 


orbit, i.e., the two sutures did not meet at all in 
their entire course. Sixty-eight such cases were 
c@served, i.e., in 31 per cent of cases this type 
was seen. The first and second patterns together 
formed 67 per cent of the total cases (Fig. 2). 
Patiern 3—In this pattern which was en- 
countered in 26 cases (13 per cent) the suture for 


. 1-7—SHOWING THE VARIOUS PATTERNS OF THE ZYGOMATICOMAXILLARY SUTURE AND THE SUTURE OF THE 
INFRA-ORBITAL FORAMEN AS SEEN IN THE SKULLS OF MADHYA PRADESH 
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the infra-orbital foramen was completely obli- 
terated on the face and the zygomaticomaxillary 
suture was the only suture seen on the face. The 
two sutures, however, were distinct in the floor 
of the orbit (Fig. 3). 

Pattern 4—In this variety seen in 16 cases 
(8 per cent) the suture of the infra-orbital fora- 
men soon joined the zygomaticomaxillary suture 
and formed a single suture, which remained single 
upto the infra-orbital margin but again bifurcated 
in the orbital cavity (Fig. 4). 

Pattern 5—In this type the infra-orbital fora- 
men was just below the zygomaticomaxillary 
suture. The suture of the infra-orbital foramen 
united with zygomaticomaxillary suture imme- 
diately above the foramen giving the appearance 
of a single suture which continued upward up to 
the infra-orbital margin but separated out again 
in the floor of the orbit. Twelve such cases (6 per 
cent) were recorded (Fig. 5). 

Pattern 6—In this pattern the two sutures 
united as in patterns 4 and 5 on the face. The 
single suture so formed was traceable up to the 
infra-orbital margin. In the floor of the orbit 
there was no _ bifurcation. The zygomatico- 
maxillary suture was distinct but the suture of 
infra-orbital canal was partially or completely 
obliterated. Ten such cases (5 per cent) were 
recorded (Fig. 6). 

Pattern 7—In this atypical pattern encoun- 
tered only in 6 cases the suture of the infra-orbital 
foramen running between the infra-orbital margin 
and the foramen was absent; instead a suture 
running from the infra-orbital foramen directed 
upwards and medially towards the nasolacrimal 
duct was present. The zygomaticomaxillary 
suture was present both in the infra-orbital region 
and in the orbital floor. The suture of the infra- 
orbital canal was obliterated in 5 cases and was 
present only in one singular instance (Fig. 7). 


DISCUSSION 


In the early foetal life the entire infra-orbital 
groove is open. But later on the anterior part of 
the groove sinks down and probably by an exten- 
sion of the growth of the lateral border of the 
infra-orbital groove and of the _ infra-orbital 
margin, the groove is converted into a canal and 
the infra-orbital foramen is also formed (Fig. 8). 
Failure of this growth may result into non-closure 
of the groove and instead of a foramen a notch 
may be present. An excessive growth of the 
lateral margin of the infra-orbital groove may 
completely convert the groove into a canal in its 
entire course. Variations of both these conditions 
in varying degrees were noticed in the present 


series. ‘The sutural line of the infra-orbital fora- 
men may disappear altogether in later life, but it 
was found to persist in about 50 per cent of cases 
in the present series. 


Fic. 8—MAXILLA OF THE FULL-TERM ForTUS SHOWING 
THE CLOSURE OF THE SUTURE OF THE INFRA-ORBITAL 
FORAMEN AND THE CANAL IN PROCESS 


The zygomaticomaxillary suture is quite dis- 
tinct and separate to start with but an upward 
and forward growth of its infra-orbital process 
brings it in close proximity to the suture of the 
infra-orbital foramen. The two sutures, viz., the 
zygomaticomaxillary suture and the suture of the 
infra-orbital foramen may unite on the face giving 
rise to a single suture or may fail to unite com- 
pletely. Intermediate stages of varying degree 
were also encountered. The patterns seen in the 
present study have already been described. No 
suitable explanation can be provided for pattern 7. 

The three common patterns described by Wood 
Jones correspond to patterns 1, 2 and 5 of our 
series. The variations assume sinister importance, 
as they may simulate fractures in injury of the 
malar region. However, as the pattern is not 
invariably similar on both the sides, considerable 
experience is needed to eliminate fracture in such 
cases. 


SUMMARY 
200 zygomaticomaxillary sutures and _ the 
sutures of the infra-orbital foramen were studied 
in Indian skulls obtained from cadavers in the 
dissection hall. 
The seven different patterns encountered have 
been described and discussed. 
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CONGENITAL ANOMALIES OF THE 
UPPER URINARY TRACT 


SARINDER MAN SINGH, F-R.C.S. (ENG.) 


Assistant Professor of Surgery 
All-India Institute of Medical Sciences, New Delhi 


The complicated developmental origin of 
urinary tract is perhaps responsible for different 
types of anomalies that may occur in this system. 
An enumeration of the various congenital condi- 
tions is given in Tables 1 and 2. 


While many such problems can be diagnosed 
by inspection alone in infancy, others make them- 
selves known by producing symptoms in child- 
hood, and a certain group will often remain silent 
till the patient has entered adult life. It is 
therefore the purpose of this paper to discuss the 
main features of the more important congenital 
anomalies of the urinary tract which produce 
symptoms in adulthood only. 


HORSESHOE KIDNEY : 

Though this condition may remain completely 
asymtomatic some patients may develop recurrent 
pyelonephritis or stones. Rarely the diagnosis is 
suspected on palpating a midline abdominal mass. 
Intravenous or retrograde urography is however 
essential in diagnosis. Treatment is usually con- 
servative although calculus disease should be 
handled by appropriate lithotomy. The prognosis 
once serious complications have ensued is general- 
ly poor and is due mainly to technical difficulties 
attached to surgical therapy. 

Case report—A sixty year old male patient was ad- 
mitted in a semi-comatose condition with a history of 
dysuria for last one year and pain in the epigastrium for 
the same duration. There was no history of any pre- 


TaBLe 1—SHOWING DEVELOPMENTAL ANOMALIES OF THE 
KIDNEY 


Type of anomaly Nature of anomaly 


Anomalies of num- 1. Bilateral agenesis 

ber . Unilateral agenesis 

. Supernumerary kidney 

Hypoplasia 

- Congenital hypertrophy 

. Solitary cyst 

- Polycystic disease 

. Short, long, round, hour- 
glass kidneys 

. Horseshoe kidney 

- Sigmoid kidney or L-shap- 
ed kidney 

. Ectopic kidney. 

. Movable kidney 

- Incomplete 

Excessive 

Double pelvis 

. Congenital hydronephrosis 

. Arterial 

. Venous 


. Anomalies of size 
and structure 


Anomalies of form 


wh 


. Anomalies of loca- 
tion 

. Anomalies of rota- 
tion 

. Anomalies of the 
pelvis 

. Anomalies of the 


TABLE 2—SHOWING CONGENITAL ANOMALIES OF THE 
URE&TER 


Nature of anomaly 


Type of anomaly 


. Anomalies of num- 
ber 

. Anomalies of ori- 
gin 


Agenesis 

. Duplication 

Ectopia 

. Ureteropelvic 

. Retrocaval 

. Ureterocele 

. Blind opening 

. Herniation of ureter 
. Congenital stricture 

. Congenital valves and kinks 
- Megaloureter 


. Anomalies of ter- 
mination 


. Anomalies of ca- 
libre and structure 


vious urological disease. Rectal examination revealed 
an enlarged prostate and a straight skiagram of abdomen 
revealed multiple calculi in a horseshoe kidney. Urine 
was highly infected with coliform organisms. The 
patient’s general condition was improved and an intra- 
venous pyelogram showed multiple calculi in the horse- 
shoe kidney with poor function. However in spite of 
treatment with urinary antiseptics he could not be made 
fit to stand operation and he died of uraemia 2 weeks 
later. 


ECTOPIC KIDNEY : 

Arrest of a kidney during the process of 
normal ascent from the pelvis is the causative 
factor leading to the presence of the organ in its 
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foetal habitat. There is an associated malrotation, 
abnormal blood supply, and short ureter. The 
length of the ureter is helpful in differentiating 
the disease from nephroptosis. Symptoms may be 
absent and the condition detected on routine 
examination. However the ectopic kidney is 
prone to infection and pain. Not infrequently the 
condition is first discovered at exploratory laparo- 
tomy performed for appendicitis. Injudicious 
removal of the mass is not advisable. An ectopic 
kidney should be kept in mind in the differential 
diagnosis of a mass in the lower abdomen, as the 
pelvic position is most frequent. There is a high 
frequency of complications in ectopic kidney, 
especially infection and stone. 

Case report—A 35 year old male patient complained 
of recurrent attacks of pain in the right iliac fosa. There 
was a mass palpable and barium enema study showed 
deformity of the caecum due to pressure from without. 
At operation a chronically inflamed appendix was remov- 
ed but the mass was found to be the right kidney in 
an ectopic position. Intravenous pyelogram later con- 
firmed this and showed a normal kidney on the other 


side. 


ABERRANT RENAL VESSELS : 

One of the causes of congenital hydronephrosis 
due to obstruction at the ureteropelvic junction is 
the presence of aberrant vessels supplying a vari- 
able part of the kidney and partially obstructing 
the ureter by extrinsic pressure. Renal arterio- 
graphy may help in the diagnosis. The amount 
of renal damage resulting from the obstructive 
lesion varies from mild to severe according to the 
duration of the obstruction and the presence of 
infection. Surgical therapy is indicated when the 
diagnosis is suspected. If the vessel is supplying 
a relatively small part of the kidney mere division 
of this abnormal blood supply is adequate. How- 
ever, should there be doubt regarding the 
integrity of the renal vascular supply other types 
of reconstructive procedures may be worthy of 
trial. 

Case report—A 18 year old female patient was in- 
vestigated for recurrent attacks of renal colic on the 
right side. Straight x-ray of the abdomen did not show 
any stone. Intravenous pyelography showed some degree 
of hydronephrosis on that side and there was a trans- 
verse filling defect at the pelviureteric junction suggest- 
ing aberrant renal vessels. At operation the offending 
vessels were ligated and divided (after testing the ade- 
quacy of the remaining blood supply), thus relieving 
the obstruction. 


POLYCYSTIC DISEASE : 

It is preferable to confine this term to the 
entity characterised by diffuse involvement of the 
kidney on a congenital, hereditary basis. Differen- 


tiation from all other causes of cystic disease is 
important. Usually both kidneys are affected. 
Although no prevention or cure is known early 
diagnosis and proper management of the compli- 
oon of the disease may prolong the patient’s 
ife. 


: The disease affects persons of all ages but the 
diagnosis is made most frequently during infancy 
and during the fourth and fifth decades. Both 
sexes are affected equally and a familial tendency 
is demonstrable. The mortality rate of infants is 
high, most of them dying at birth or a few weeks 
later. Adults survive approximately ten years 
after the onset of symptoms. Early symptoms are 
not specific and include buring during micturi- 
tion, loin pain, fever and sometimes a mass in the 
renal area. The initial impression may be calculus 
disease or urinary tract infection. Hypertension 
is frequently noted and renal failure eventually 
develops. Intravenous pyelogram demonsrates 
elongated calyces which are irregular in outline. 
Retrograde pyelography is occasionally necessary. 
Treatment is conservative with particular atten- 
tion to general nutrition. The complications of 
hypertension and uraecmia are managed as with 
pyelonephritis and glomerulonephritis. Blood 
transfusion may be necessary for anaemia. Anti- 
biotics are given for urinary infections and 
adequate drainage of the lower urinary tract 
should be maintained. 

Because of the bilateral and progressive nature 
of the disease, surgery is limited to drainage of 
an infected or painful cyst. Routine puncture of 
all cysts does not materially improve prognosis. 

Case report—A 40 year-old male patient was investi- 
gated for headache and palpitation over the last six 
months. His blood pressure was 190/100 mm. Hg and 
abdominal examination revealed bilateral nodular kidney. 
Urine showed presence of pus cells and albumin, 
and intravenous pyelogram showed the characteristic de- 
formity of the calyces on both sides. He was put on 
symptomatic treatment. 


DOUBLE URETER : 

Patients investigated for renal colic or recurrent 
urinary tract infections may be found to have 
some variety of duplication of the upper urinary 
tract. This duplication may occur on one or both 
sides and may consist simply of a double pelvis 
with the ureter from each joining after leaving the 
kidney, or the ureter may be duplicated through- 
out its course each ending in the bladder separate- 
ly. The complications of this anomaly are many 
and varied, but are principally related to obstruc- 
tion and infection. 

The development pattern is such that when the 
completely duplicated ureter enters the bladder, 
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the orifice to the ureter draining the upper pelvis 
opens below and medial to that draining the lower 
pelvis. The ureter to the upper pelvis may open 
in an ectopic location such as the posterior urethra, 
the vagina or vulva. In complete duplication one 
of the ureteral openings is often associated with a 
ureterocele which has a bearing on the pathologi- 
cal changes in the upper urinary tract. In partial 
duplication the point of joining of the ureters is 
sometimes the site of obstruction. In the absence 
of symptoms of urinary tract infection no treat- 
ment may be indicated. Mild infection will 
require antimicrobial therapy. More radical pro- 
cedures like heminephrectomy should be done for 
marked obstructive uropathy. 

Case report—A 41 year-old male patient was found on 
examination by a medical board to have asymptomatic 
albuminuria. Blood urea was normal and intravenous 
pyelogram showed a double pelvis and ureter on the 
right side, the ureters joining each other about half way 
down. Urine culture was sterile. No specific therapy 
was given. 

A 37 year-old female patient was investigated for 
recurrent attacks of pain in the right loin. Her urine 
contained pus cells and culture revealed coliform bacilli. 
Blood urea was 35 mg. per cent and intravenous pyelo- 
gram showed a double pelvis and ureter on the right 
side. Treatment with antibiotic did not produce much 
effect. Partial nephrectomy and excision of ureter was 
done with good results. 


SUMMARY 


A brief survey is made of some congenital 
anomalies of the urinary tract as they present in 
adulthood. Very often these congenital anomalies 
are picked up on a routine investigation of a uro- 
logical case with pain or urinary infection. Some 
of the congenital anomalies are best left alone and 
for others surgical treatment is indicated. 


SPECIAL ARTICLES 


DIAGNOSIS AND MANAGEMENT OF 
INTRACRANIAL TUMOURS 


BINOY CHAKRABORTY, M:s. (cat.) 


Department of Neurology 
S. 8. K. M. Hospital, Calcutta 


In former days the suspicion and diagnosis of 
an intracranial tumour amounted to a death 
warrant, for very little was known about its 
location or its management. ‘The pioneer work 
of Cushing and his associates helped to dispel the 
earlier fatalistic attitude towards brain tumours. 


INTRACRANIAL TUMOURS—CHAKRABORTY 


An intracranial neoplasm does not inevitably 
presage death today and in an appreciable 
number of cases, as for example, meningioma, 
pituitary tumour and neurinoma of cranial nerve 
sheaths, complete eradication can be effected. 

The intracranial tumours are more common 
than is often supposed. In recent years at the 
Mayo Clinic, 9 per cent of all tumours removed 
surgically were from the central nervous system 
and the meninges, compared with 10 per cent 
from the stomach and rectum, 9 per cent from the 
colon and 10 per cent from the breast. 


The relative frequency of different tumours is 
indicated by Cushing’s statistics, taken from an 
extensive series of 1146 cases during the period 
1915-1932. In 43 per cent the tumour originated 
in the brain itself—various types of gliomas 
including gliosarcomas, 19 per cent were pituitary 
tumours, 12 per cent were meningiomas and 9 
per cent were tumours of the acoustic nerve. 
Miscellaneous tumours, including congenital and 
metastatic growths, made up the remaining 17 
per cent. He also showed that males predomi- 
nated, the ratio being 3:1. 

The more recent (National Hospital for 
Nervous Diseases, London) statistics confirm this 
male preponderance and show that the left hemi- 
sphere is more affected than the right, possibly due 
to the location of speech centre and right-handed- 
ness of the individual. Their statistics also 
roughly confirm that of Cushing’s and they have 
shown occurrence of gliomas in 40 per cent of all 
intracranial tumours of which glioblastomas are 
54 per cent, astrocytomas 33 per cent, oligodendro- 
gliomas 5 per cent, medulloblastomas 7 per cent 
and ependymoma 1! per cent. Fifteen per cent 
of the glioblastomas are infratentorial and 95 per 
cent of the infratentorial tumours are medullo- 
blastomas. Infratentorial tumours are nearly four 
times more common in the first decade, which 
tends to equalise with the supratentorial tumours 
in the second decade, while as the individual 
crosses the age of twenty, the supratentorial 
tumours become twenty times commoner. 

The clinical features of brain tumours mainly 
depend on (1) signs and symptoms dependent on 
increased intracranial tension, and (2) localising 
signs. 

Headache, vomiting, papilloedema, epilepsy 
and a confused state or behaviour disorder, either 
singularly or in combination, may be the present- 
ing symptoms in most cases. Intracranial tension 
may be elevated by tumours in one of four ways, 
viz., (a) by growth in size of the tumour, (b) by 
oedema of the brain around the tumour, (c) by 
abnormal accumulation of cerebrospinal fluid in 
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some locality, and (d) by increased volume of 
blood in the capillaries and veins. 

Headache need not be due to increased intra- 
cranial tension, but may be a purely local effect. 
Tumours of the posterior fossa, specially those 
near the foremen magnum may give rise to sub- 
occipital or nuchal headache, and sometimes to 
tenderness and cervical rigidity. Local pain is 
rarely absent when meningioma invades the skull. 
Pituitary adenomas may give rise to bitemporal or 
bifrontal headache of a boring character, often 
severe. The headache often wakes up the patient 
in the early hours of the morning and is aggra- 
vated by coughing and straining which promote 
cerebral congestion. The bilateral headache of 
bursting type has no localising value. Vomiting 
is not preceded by nausea, nor is it related to 
food but like sea-sickness sometimes follows 
change of posture. In our series we found this 
vomiting frequently associated with nausea. Papil- 
loedema is specially prone to occur with subten- 
torial tumours and is usually worse in the affected 
side. Epilepsy is more marked in supratentorial 
tumours and hence in adults. Either the head- 
ache or epilepsy is frequently the first symptom. 

Some patients may not show evidence of 
increased pressure, but focal syndromes may occur 
in them. These vary according to the areas from 


where they originate or irritate. 


The frontal lobe tumours produce a progres- 
sive change in personality with lack of insight, 
neglect of normal pastimes, occupation and duties, 
and an alteration in emotional reaction as euphoria 


or irritability. There may be epilepsy or a con- 
tralateral facial weakness. 

Parietal lobe tumours produce Jacksonian 
epilepsy and progressive hemiparesis. There may 
be loss of touch analysis resulting in asteriognosis 
and loss of power of calculation (acalculia). 

Occipital lobe tumours may show generalised 
epilepsy preceded by a contralateral visual aura of 
flashing light. Homonymous hemianopia may be 
present in some cases. 

Tumours of the temporal lobe of the left side 
may produce aphasia or visual and auditory hallu- 
cinations. Lesions of the uncinate region may 
produce hallucination of taste and smell. Localis- 
ing signs may include hemiparesis and superior 
quadrantic hemianopia. 


Parasagittal meningiomas lead to involvement 
of the olfactory, optic, oculomotor and trigeminal 
nerves in addition to pressure effects. Bone 
changes in the region of the orbit may cause 
proptosis or fullness in the temporal fossa. Mid- 
line tumours always produce bilateral internal 
hydrocephalus with pressure symptoms. 


Tumours of the third ventricle or the colloid 
cysts at first cause a ball-valve obstruction pro- 
ducing intermittent blockage of the foramen of 
Monro. Severe headache is produced by lying on 
one side and relieved by turning to the other 
side ; later the headache becomes persistent with 
bilateral hydrocephalus and dementia. Gliomas of 
the floor of the third ventricle and pineal tumours, 
by pressure on the quadrigeminal plate, produce 
hydrocephalus, and there may be hormonal 
changes such as sexual precocity. In these cases 
involvement of the third and fourth nerves is 
very common. 

The posterior fossa tumours cause raised intra- 
cranial pressure very early. Medulloblastoma 
occurs mostly in children and there is hydro- 
cephalus with cerebellar signs, such as ataxia, 
nystagmus and lack of coordination. 


Acoustic neurinomas grow from the auditory 
nerve at the internal auditory meatus. By pro- 
jecting into the cerebellopontine angle the tumour 
involves adacent seventh, sixth and fifth nerves 
and later the cerebellum and the brain stem. 

The pituitary tumours produce clinical fea- 
tures according to their histological picture. 
Chromophobe adenoma, the commonest variety 
(60 per cent), gives rise to deprivation symptoms, 
a dystrophia adiposogenitalis in children and in 
adults it may mimic the picture of Addison’s 
disease and sexual hypoactivity. 


The pituitary eosinophil adenoma is easily 
diagnosed by gigantism and acromegaly. The 
basophil adenoma is rare and produces the picture 
of Cushing’s syndrome. The neighbourhood 
symptoms are the pressure effect on the chiasma 
producing bitemporal hemianopia and primary 
optic atrophy. 

Cerebrospinal fluid examination often helps in 
the diagnosis. In cases of papilloedema, lumbar 
puncture is not without danger and is made with 
caution with a fine bore needle and a small quan- 
tity of fluid is withdrawn. Protein content is 
increased in tumours of the corpus callosum, basal 
meningiomas, in some cases of gliomas and in 
acoustic neurinomas where a reading of more 
than 200 mg. per cent is highly characteristic. 

Before intracranial tumours could be attacked 
surgically, neurosurgery had to await the advent 
of accurate neurological localisation. Clinical 
localisation is age-old and is the earliest signal to 
raise the suspicion of a possibility of a brain 
tumour in the clinician’s mind but its role in accu- 
rate localisation, except in cases of some tumours 
of pituitary, acoustic nerve and of pineal body 
with hormonal effects, is not without fallacies and 
can never be allowed to be the sheet anchor before 
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a surgical undertaking. ‘Today, however, despite 
many advances such as the use of the ophthalmo- 
scope of Helmholtz in neurosurgery by von Grafe 
in 1860, use of lumbar puncture as a diagnostic 
measure by Quicke in 1895, there still remains the 
problem of early and acurate localisation of intra- 
cranial lesions. Utilisation of Roentgen rays in 
neurological diagnosis is a definite advancement 
in neurosurgery. Its first application dated back 
to 1897 when Oppenheim diagnosed a pituitary 
tumour from the bony changes demonstrated on 
the skiagram. 

A plain skiagram in cases of increased intra- 
cranial tension shows silver beaten appearance due 
to the pressure of gyri against the vault of the 
skull—this is a normal feature in case of children 
when the separation of coronal suture is the first 
radiological sign. Widening or decalcification of 
sella turcica with erosion of the clinoid processes 
is also indicative of raised intracranical tension. 
A pituitary tumour will frequently show balloon- 
ing of sella turcica. In 70 per cent of adults 
above the age of thirty the pineal gland calcifies 
and this may then be used in localisation by its 
shift to the opposite side. 

Ten per cent of the tumours show calcification. 
The craniopharyngiomas, meningiomas, dermoids 
and some tuberculomas show areas of calcifica- 
tion. Certain tumours of the glioma group such 
as oligodendrogliomas, astrocytomas and spon- 
gioblastomas calcify. Oligodendroglioma shows 
typical flake like calcification. Changes in the 
bone of the cranium such as localised rerefaction 
or extracranial hyperostosis are usually associated 
with meningioma. An enlarged internal audi- 
tory meatus is a usual finding in auditory nerve 
tumour. 

The use of x-ray is not limited to the plain 
forms, for it gives an important diagnostic aid 
when contrast media are used. Air was first used 
by Dandy (1918) and Bingel (1921) as a contrast 
medium to outline the ventricles, introduced either 
by lumbar puncture or through trephine holes in 
skull and localisation of brain tumour was studied 
by their compression, deviation, filling defects 
and dilatation. Ventriculography has not only 
enabled the neurosurgeon to distinguish between 
space and non-space occupying lesions, but has 
allowed the localisation in the more silent areas 
of the brain. 

Marked advancement in neurosurgery has 
followed the introduction of intracranial angio- 
graphies and electroencephalography. Moniz in 
1927 initiated the injection of opaque media in the 
carotid arteries in order to demonstrate the intra- 
cranial vessels. Soon after that in 1929 Hans 
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Berger after twenty-two years’ research reported 
that he could record the electrical activity from 
human brain. Methods of recording and inter- 
pretation have progressed rapidly. Its greatest 
value has been proved .in the study of epilepsies 
and it is also helpful in the localisation in some 
cases of brain tumours. 

Cerebral angiography is the demonstration of 
blood vessels of the brain which have been made 
radio-opaque by injecting an opaque medium. 60 
per cent diodone is usually used and the dye is 
pushed through the corresponding carotid artery 
or through a vertebral artery in case of posterior 
fossa tumours. The tumour can be localised by 
its own vascular pattern or by its effect on the 
normal vascular architecture (Figs. 1, 2, and 3, 
vide Plate). 

Recently fluorescein is being used to demons- 
trate the brain tumours at operation. One g. of 
dye in 20 per cent aqueous solution is given before 
operation. In ultraviolet light the tumour shows 
up well and the degree of fluorescence correlates 
with the degree of malignancy. Radio-active di- 
iodofluorescein or phosphorus is also in use at pre- 
sent to localise the tumour by counting its concen- 
tration with a Geiger-Miiller counter, but success- 
ful localisation depends on high vascularity of 
the tumour than on its degree of malignancy. 


MANAGEMENT 


Two principal methods available for the treat- 
ment of brain tumours are operative removal and 


deep x-ray therapy. Operative removal is the 
method of choice where it is possible, and deep 
x-ray therapy is limited to the inoperable and un- 
approachable tumours. 

Preoperative management and management 
prior to deep therapy is directed to lessen the 
intracranial tension. Fluid and salt are restricted 
and dehydration therapy with intravenous glucose 
(50 per cent) or caffeine is given as soon as the 
patient is admitted. Dehydration can also be 
effected with hypertonic sucrose or concentrated 
serum. Invert sugar and urea are also very effec- 
tive. This treatment has to be continued during 
the time the patient awaits investigation and 
operation. Deep x-ray therapy is dangerous with 
raised intracranial tension, as it precipitates 
oedema and the result is often disastrous. A 
repeated check up of papilloedema is made to 
note the success of dehydration therapy. 

Sedation is limited to chlorpromazine and 
barbiturates. 

Operation is withheld in highly malignant 
tumours and in cases where their removal will 
give the patient a ‘vegetative existence’ even if 
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the tumour is within the scope of radical surgery. 
Operation is also abandoned where it is appre- 
hended that posterior part of the superior sagittal 
sinus or straight sinus will need ligation, for these 
ligations are fatal. 

Most meningiomas are removable and the 
overlying dura is always removed to check recur- 
rences. The dermoids, cholesteatomas and col- 
loid cysts of the third ventricle are also within 
the scope of radical surgery. Astrocytomas, solid 
or cystic ependymomas and oligodendrogliomas 
can be removed. Surgery should be combined 
with postoperative radiation and long survivals 
have been reported with this combined treatment. 
All these tumours have only 25 per cent five-year 
cure rate. 

Most of the other gliomas can be removed if 
they are on the surface and deep therapy is applic- 
able in the deep seated and infiltrating gliomas. 
Results with 24 m.v. therapy are encouraging. 
Spongioblastoma can be surgically removed in 30 
per cent of cases, and most patients die within a 
year after operation. Medulloblastoma is radio- 
sensitive. Postoperative radiation is extended 
over the whole skull and spine, considering its 
extensive meningeal metastasis. Thirty per cent 
patients survive 3 years after removal and irradia- 
tion. Angioma can be removed by excision or 
multiple ligations. 


The pituitary tumours respond well to surgery, 
which is limited to cases where optic chiasma is 
involved, and deep x-ray therapy is indicated for 
the rest of the cases. 

Acoustic neurinoma need complete excision 
and the opposite side should be examined during 
operation, considering its occasional bilateral 
occurrence. 

Craniopharyngiomas are difficult to remove 
and manipulation may cause hypothalamic death. 
Repeated aspiration through a trephine hole often 
cures the condition. 

Pineal tumours are treated with deep x-ray 
therapy. 

Decompression or shunt operations are some- 
times undertaken to relieve internal hydrocephalus 
in cases of some inoperable tumours. 

Bilateral subtemporal decompression is carried 
out in supratentorial tumours and a suboccipital 
decompression with resection of the posterior arch 
of the atlas is adopted for inoperable posterior fossa 
tumours. Torkildsen’s shunt or ventriculocister- 
nostomy is employed to relieve internal hydro- 
cephalus when an unapproachable tumour blocks 
the aqueduct. 

Postoperative management includes prevention 
and management of hyperpyrexia and cerebral 


oedema. Hyperpyrexia can be controlled by cold 
therapy and antipyretics. Cerebral oedema can 
be judged by clinical picture, papilloedema and 
elevation of the bone flap. This is controlled by 
caffeine, dehydration therapy and repeated lumbar 
punctures. 

Physiotherapy is essential in cases where there 
is postoperative motor weakness. Early institu- 
tion of deep x-ray therapy should always be aimed 
at, when necessary. 
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LAW AND MEDICINE* 


D. J. REDDY, ». 


Principal and Professor of Pathology 
Guntur Medical College, Guntur 


Passion, lust, anger, greed, dishonesty and 
other base qualities in the human promote the 
incidence of crime and for peaceful living, society 
would legislate suitably. Good neighbourly rela- 
tionship has to be enforced if man cannot by good 
conduct maintain it. Character is more im- 
portant than brains. This has necessitated from 
the days of Manu, Hammurabi and the Roman 
Emperors, the award of punishment on criminals, 
chiefly as a deterrent. The changing history of 
this subcontinent and the several invasions that 
it had withstood, took a long time to classify the 
rules of punishment. These rules also could not 
be put into effect sometimes in the anxiety to res- 
pect the religious sentiments of the people. Lord 
Macaulay takes the credit to codify the penal 


*From a paper read at the Law Society, Andhra 
University, on the occasion of the centenary of the Indiay 
Penal Code. 
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laws and the same came into force from 1862 
under the Indian Penal Code. This has been 
proclaimed as a great achievement. 

The question that I wish to pose is: ‘Has 
crime since the institution of the penal code been 
on the decrease or on the rise?’’ I have no 
statistics to substantiate one or the other but my 
feeling is that it is on the rise. So probably 
punishment of any severity by itself does not act 
as a deterrent and on an occasion like this it may 
be apt to think deeply how best the incidence of 
crime could be brought down and suggestions are 


welcome. 

I have not studied the Indian Penal Code in 
any detail and do not propose to do so, for my job 
is not the interpretation of the law but merely to 
place scientific evidence gathered during investi- 
gation as an expert witness, when called upon to 
do so, and so I have nothing to suggest for modi- 
fication or additions or deletions in the penal 
code. But what is topmost in my mind on this 
historic occasion is whether during this 100 years 
we have made any substantial progress in the 
speedy detection and disposal of crime. I should 
say emphatically but regrettably ‘‘No’’. Courts 
have increased in numbers, new police stations 
have been opened, judiciary has been separated, 
many new posts have been created and today the 


legal profession offers varied types of employ- 


ment. But the machinery of scientific crime 
detection has stagnated and has been neglected. 
We are aware of the fact that a genius of an 
advocate, in the absence of facts to justify crime, 
by convincing arguments turn the scales of justice 
in favour of his client and save him from punish- 
ment, even in case he had committed the offence. 
This certainly is the cause for lack of fear on the 
part of habitual offenders, who defy authority 
because they destroy valuable evidence. Can we 
do something to overcome this and that taken 
seriously and expeditiously will bring down the 
incidence of crime. 

In crimes of minor to severe injury, the doctor 
is beckoned to testify to the facts observed and 
he appears as a disinterested witness. Many of 
you are familiar and could recollect the doctor’s 
stand in the witness box is certain to provoke 
laughter. Had you ever paused for a moment in 
contemplation as to why a learned and useful 
member of the society portrays a pitiable picture 
of himself in the witness box. A few probably 
walk out triumphantly. The doctor, it must be 
understood is not expected to perform miracles in 
trying to offer evidence to suit to either the story 
of the prosecution or that of the defence. I have 
known occassions when he is bullied and adopts 
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a stubborn and least helpful attitude and in no 
way different from an insulted wife in the house. 
Questioned politely and gently he will place all 
the facts and deduce with reasonable accuracy 
from the facts observed. He is a member of the 
investigating team—the director of prosecutions 
and the several branches of the police forming the 
other two members of the team. As such any 
suspicion or distrust and ill feeling between the 
members of the team will adversely affect the ad- 
ministration of justice and the innocent are bound 
to suffer and the wicked escape punishment. I 
appeal to you all, that the law enforcing agencies 
move and work as an unsplit team. ‘Their liaison 
and collaboration are necessary and they must 
play the game fair. This is the pre-requisite for 
any scientific investigation of crime. Each one 
appears to safeguard his interests and do not place 
facts for accurate evaluation. This acts as a bar- 
tier for the co-operative endeavour of the team. 
Unlike the director of prosecutions, the material 
gained in scientific investigation by the doctor and 
his colleagues are for the benefit or otherwise of 
the prosecution and defence council. It is time 
that the exhibits are placed at the disposal of the 
defence council on request for scrutiny. This I 
must say is not practised to any appreciable ex- 
tent in our country. It must be possible to per- 
mit representatives of either side to witness 
examinations like autopsy and this may promote 
accurate recording of the facts observed. Many 
a time we are accused that illegal gratification of 
one or all the members of the investigating team 
interferes in pooling information for the evaluation 
of the truth in criminal offences. I must appeal 
and emphasise that this thirst to enrich oneself ‘at 
the cost of mounting incidence of crime must be 
arrested, so that law enforcing agencies are held 
above suspicion and then only the incidence of 
crime will drop. Data or facts or witnesses 
should not be purchased or destroyed for a price. 


I strongly feel that the doctor whenever pos- 
sible should visit the scene of crime, be able to 
record facts and photograph minute details, All 
facilities must exist for this and at the moment 
this has not received any attention. The existing 
system of medicolegal investigation is far from 
satisfactory. The investigation of crime as per 
rules is entrusted to the inspector of police but in 
actual practice it is carried out by a police const- 
able and this is far from satisfactory. The 
coroner system of enquiry is confined to the cities 
of Calcutta, Bombay and Hyderabad. Is it pos- 
sible to extend this to other parts of the country ? 
Or could we plan a medical examiner system that 
is current in the United States of America. This 
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needs thinking and planning in view of the enor- 
mity of the problem. 

In cases of murder by violence or by poison, 
an autopsy examination offers invaluable data or 
is the only clue for the detection of crime. The 
lack of mortuary facilities in the periphery, the 
transportation of the dead through the bullock 
cart to the nearest morgue and several other 
obstacles certainly destroy evidence by the setting 
in of decomposition changes in the dead body. 
The want of a trained forensic pathologist and the 
lack of cold storage facilities in most places add 
to the pitfalls in crime detection. Forensic medi- 
cine embraces and welcomes the co-operation of 
not only specialists within its fold but draws 
assistance liberally from biological, physical, 
chemical, and other sciences. The need to esta- 
blish at each district level a forensic sciences 
laboratory and make available the services of an 
expert is urgent. Cold storage facilities at dis- 
trict and taluk hospitals should be provided. 
Quick way of transporting dead bodies from the 
scene of crime to the nearest mortuary should be 
made available. This suggestion is receiving the 
attention of the Health Survey and Planning 
Committee of Government of India. Forensic 
pathologists should have had 4 years experience 
and training in the speciality or possess doctorate 
degree in pathology or diploma in forensic medi- 
cine. At the district or at the medical college 
level forensic chemical laboratory must be esta- 
blished. At present the reports of the chemical 
examiners take long time. Fortunately the re- 
gional distribution of 6 of the 8 medical colleges 
in Andhra Pradesh at Visakhapatnam, Kakinada, 
Guntur, Tirupati, Kurnool, Hyderabad and 
Warangal should in the near future offer excellent 
facilities for medicolegal work of a high order. 
The forensic departments in these medical colleges 
should be upgraded to take up all investigations 
for hastening crime detection. The cost of this 
adventure must be met. The forensic experts 
must be dynamic and be kept constantly on the 
move, instead of being glued to the lounge and 
offering opinions on facts submitted to them or 
observed by them in autopsy or clinical forensic 
cases. The Law and Medicine Department in 
Cleveland, Medical Examiner’s office in Baltimore 
and Boston carry out a variety of investigations. 
A central medicolegal institute, one in each state 
needs to be organised for training and research. 

I feel a knowledge of scientific data usually 
confronted in cases of crime—and their correct 
interpretation is necessary for all law enforcing 
agencies. In Boston in May 1959 I attended a 
course organised for police officials for days by the 


Harvard Medical School. The topics included in 
the course were recognition of death, changes 
that occur after death, scientific aids in recogni- 
tion of crime, publicity of details of crime through 
radio, local news dailies, television, etc. A volley 
of questions were raised by those attending the 
course, drawn from their experience. It may be 
necessary to include at least 20 lecture demons- 
trations to students of law, as is in the Osmania 
University. 

The value of a bone, hair, stain, dust, fibre, 
lipstick, cigarette stump, paper, picked up from 
the spot of crime in linking the offence with the 
individual suspected needs hardly be stressed. 

Sometimes one feels amendments to the Indian 
Penal Code are necessary. Under justifiable 
abortion—the act is permissible only when preg- 
nancy endangers life but it should be realised 
that psychological trauma is sufficient permanently 
to impair the health of a young girl. Thus 
viewed from the psychiatric angle, induction of 
abortion is permissible. 

The forensic pathologist frequently exhausts 
this patience in waiting for the requistion from 
the magistrate for the onward transmission of 
viscera to be submitted to chemical examination. 
Although this has no relevancy with the Indian 
Penal Code, could not the men in power empower 
the doctor to submit the viscera direct without 
having to await the magistrate’s instruction. 


Poverty breeds crime. Unsuccessful domes- 
tication and broken homes due to faulty marriages 
are contributory to criminal violence. Bernard 
Shaw aptly stated that “‘Evil is the product of 
circumstances.’’ Many believe that crime comes 
out of deranged minds and that crime is viewed 
as a disease. In recent years forensic psychiatry 
has received great attention and often form head- 
line news in the dailies. Where a doubt arises, 
psychoanalysis and psychotherapy for the criminal 
are advocated. This I expect will receive the 
attention of the judiciary. Efforts must be made 
to prevent the incidence of crime and not exhaust 
the resources in punishing the criminals. How to 
do this? Better standards of living, eradication 
of poverty, lessons in social behaviour and ins- 
truction on morals and religion to school children 
may reduce the incidence of crime. 


School health service may detect borderline 
cases of deliquency and appropriate treatment 
may again reduce crime. A change in the policy 
of prison administration needs active considera- 
tion. The high walls of the penitentiary hardly 
create fear in the minds of the prisoners but defi- 
nitely add to the social stigma. Could the prison 
homes be designed to shelter prisoners without 
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giving them the idea that they are no better than 
cells? They should enjoy communal life and be 
supervised to a lesser degree. Programmes for 
rehabilitation of the prisoners are very important. 
A probation officers must have the genius to be 
a friend, guide and philosopher to the prisoners. 
The prisoner on release must not return to his 
original environment and must be educated and 
trained to a better vocation, so that he returns to 
society as a reformed individual. Men in autho- 
rity must understand the cause of crime and the 
mind of the criminal and by education and coun- 
selling salvage the prisoner from becoming a habi- 
tual offender. This is a social problem and a 
subject for contemplation for the social scientist. 

Doctors gain experience through clinicopatho- 
logical conferences. There is a great need for the 
law enforcing agencies to organise a medicolegal 
society on a nation-wide basis. This is chiefly to 
review the cases so that judgments for the future 
may be made with the utmost caution. Some- 
times the truth in a criminal case is often dis- 
closed by the offender himself after the judg- 
ment has been delivered. This should only re- 
mind us of the statement that the judgments of 
the presiding officers are not as true as the oracle 
of Delphi. The Bihar Medicolegal Society was 
short-lived and the one at Hyderabad is not very 
active. 


In conclusion I am to emphasise the need to 
concentrate our efforts on the scientific detection 
of crime in case we are serious about putting down 
crime. 


UNDERGRADUATE MEDICAL EDUCATION 
IN INDIA 


K. UPADHYAY, M.., D.P.H., D.T.M., M.Sc. (HARVARD) 


Asst. Professor, Preventive and Social Medicine 
Medical College, Calcutta 


INTRODUCTION 


It is a good augury that educationists have 
started discussing education in India. There 
appears to be a unanimity as to the need of chang- 
ing the educational pattern in arts and science 
both at undergraduate and postgraduate levels. 
Medical education as such received very little 
attention. The standard was controlled by either 
the Board or the University, whereas, the actual 
teaching was left to the resources available to the 
colleges that evolved the methodology and patterns 
of their own. It is good to have freedom in teach- 
ing and learning, provided the goal is towards 


improvement. But in practice it is found that 
this results more in deviation from the expected 
result than conformity. The stimulating article of 
Reddy (1960) on medical education in the United 
States of America depicted very correctly the 
different experiments that are going on in the 
United States and other countries. It is 
gratifying to see that he has put forward certain 
recommendations keeping in view the conditions 
of India. Those interested in medical education 
and those entrusted with its planning, may profit- 
ably utilise the material. The time is also very 
opportune as a committee is going over this 
question of improving the present system of 
medical education in India. 

The need for a change in medical education 
has been discussed by many eminent men of the 
medical world in India. ‘The discussion either 
veers round the philosophy of medical education 
or the subjects, very few caring for undergraduate 
education as such. Most of these recommenda- 
tions are assimilations of the views of specialists 
who think more of the subject and less of the 
student. The need of the present, at under- 
graduate level, calls for a blending of philosophy 
and technicality. The moot point is how to 
achieve this. 

Experts, after visiting foreign countries, bring 
back ideas and aspire to introduce such knowledge 
and methodology in Indian soil, the recommenda- 
tions being far from the existing realities in India. 
Glaring examples are talks like introduction of 
seminar methods in teaching, introduction of 
family care system from the first year of medical 
education and the like. 


The writer, with personal knowledge of teach- 
ing and educational methods in many foreign 
countries, having gone through the various recom- 
mendations, has failed to find an actual recom- 
mendation as to how to fit in the new curriculum. 
To him it appears that very casual importance is 
given to such an important item in the achieve- 
ment of a welfare state in India. The recent 
introduction of pre-medical course in Calcutta 
University will appear to some as an absolute 
waste of time which could have been better 
utilised by introducing allied medical subjects 
like statistics, sociology, biochemistry, etc. On 
the other hand, a valuable year is lost by going 
over again the subjects of their school course. A 
definite lack of planning for the pre-medical 
students emphasises the need of persons who are 
not only interested in medical education but also 
know the practical way of implementation of the 
modern system of medical education. It appears 
that the pre-medical course has been a wastage 
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which could have been more profitably utilised by 
students and teachers. 

Bearing in mind the limitations with which we 
will have to plan and work, this article endea- 
vours to put forward some concrete suggestions 
regarding undergraduate medical teaching. Post- 
graduate teaching is definitely kept out as it is 
felt that a sound undergraduate teaching is more 
important for an efficient postgraduate teaching. 


CURRICULUM 


One wonders as to the utility of such a thing 
as curriculum if it is vague in defining the subject 
but giving specific time limits for completion of 
the curriculum during a fixed time schedule. 
Subjects like introduction to preventive and social 
medicine and important communicable diseases are 
beautifully vague and can be very suitably adjust- 
ed as and when the occasion arises, the student 
being the sufferer in the majority of cases. A 
careful reading will show that the curriculum, 
though said to be revised, is practically the same 
as the old one. The disjointed introduction of 
subjects is persisted in only under the plea that 
this is going on for a hundred years. One has to 
teach malaria before the students have finished 
inflammation in the pathology course simply 
because others did it before him. It will be a 
practical solution if the planners forget what was 
being done and concentrate on creating a new one 
keeping in view the difficulties of the students at 
least, if not of the teachers. If the subjects could 
be properly arranged, one feels that the time 
limit of so many hours for such a subject is 
without any rationality. 


INTEGRATION : 


This is the fashion of the day and one hears it 
so often that this is likely to give one the impres- 
sion that this has already been effected in India. 
Nothing can be further from the truth. Integra- 
tion pre-supposes integration of a subject first and 
then of teaching. What at best has been 
achieved is, perhaps, loose talk on integration of 
preventive and curative medicine. Reddy’s (1960) 
reference to Western Reserve and Harvard Medical 
Schools, will show that there is a difference in the 
idea of integration amongst the sponsors. In an 
attempt to put it more concisely, integration can 
be done on the following lines : 


(a) Integration of subjects, 
(b) Integration in time, 
(c) Integration of philosophy, 
(d) Integration of staff. 
If one is to suggest for Indian conditions, (a) 
and (b) are the responsibilities of the university 


and are to be planned properly round the table 
by persons actually involved in teaching and (c) 
and (d) are the responsibilities of the teaching 
faculty of the school concerned. 


(a) Integration of subjects—It is needless to 
point out the allied nature of specialities in 
medical science but the teaching in India, even 
now, follows a pattern that the English and 
the French introduced a hundred years back. 
Student are given more than their mouthful at 
undergraduate level by various specialists leaving 
integration to be done by the students themselves 
at the end of the undergraduate course. One fails 
to understand why it should be a student’s job to 
integrate the different subjects, the teaching 
faculty not taking much of the responsibility. 
The Western Reserve experiment is an attempt 
in this line right from the beginning of the medi- 
cal course. Instead of giving piecemeal informa- 
tion, like physiology, anatomy, etc., they go by 
limbs or organs wherein the whole faculty parti- 
cipates right from the beginning. ‘This needs an 
enormous staff and elaborate arrangements which, 
at present in India, is not possible. The obvious 
short-cut is linking up the different subjects and 
participation by men of allied disciplines by 
changing the curriculum and the requisites for 
different examinations, if the university so permits. 

(b) Integration of time—While preparing the 
curriculum, a little thought should be given as to 
the suitability of introducing different subjects 
with no extra cost and no extra load on the 
faculty. Overlapping has been the feature of 
medical education, perhaps with the idea of better 
assimilation by repetition. Lack of co-ordination 
results in extra load on the faculty and very little 
benefit to the students. A lecture in the clinical 
wards on typhoid fever in the beginning of the 
4th year, before the students have learned of 
E. typhi in the pathology class, is an experience 
which will be testified by most of the staff and 
students. The result is quack knowledge of 
typhoid fever haunting the memory of the students 
still such time as in the usual course they learn 
about the bacillus in the pathology class. A little 
planning might lead to a better co-relation and 
integration without bringing in the Western 
Reserve pattern in India. 

(c) Integration of philosophy—Most of the talk 
on integration and the energy of planners and 
administrators are being spent on orientation of 
the clinical into preventive and preventive into 
clinical, hoping thereby that, with interchange of 
knowledge, integration in philosophy will come 
automatically. So long as the talk of two disci- 
plines, preventive and curative, persists, one 
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wonders if integration will ever happen. Integra- 
tion in philosophy, on the other hand, may very 
smoothly permeate, if, with flow of knowledge, 
the flow of personnel takes place. Dichotomy in 
administration and teaching is least likely to fuse 
the subjects. 

(d) Integration of staff—Of the four, perhaps, 
this is most desirable but less likely under the 
present set-up. If a surgeon talks on physiology 
he is perfectly within his limits but if a physio- 
logist ventures to bring in a little surgery in his 
talk, he is considered out of bounds on most 
occasions. Such undercurrent has been the feature 
in most places, its persistence will obviously deter 
the integration of the faculties. The solution is 
not difficult if group-teaching is introduced. It 
has already been started in some places in India 
and outside and the sooner the others follow, the 
better for the students. 


RESEARCH 


A teaching department without research cannot 
be conceived of at the present times. The best 
way to improve teaching is research. But here, 
research is kept limited to the faculties and to a 
few postgraduate research assistants intending to 
appear for their doctorate degrees. Research at 
undergraduate level is practically unknown in this 


country. The idea of electives from the American 
system of education may very suitably be intro- 
duced. Every student has his likings and dislik- 
ings for different subjects. Let the natural liking 
be suitably fanned or a guided liking be created 
keeping the interest of the country in view. This 
needs suitable planning in time schedules and 
offering opportunities, so that every student is 
bound to take up one elective, wherein he can 
show his proficiency in original research line, 
however small that may be. A little cost and a 
few more personnel in each faculty may bring in 
a radical change in the teaching pattern if the 
idea is suitably translated. 


SELECTION OF TEACHERS 


It will not be out of place to mention that up- 
grading of medical education is intimately related 
with the qualities of teachers. Unfortunately in 
selection of teachers, consideration of teaching abi- 
lity is not stressed as it should have been. A sur- 
geon or a physician with high technical abilities 
does not necessarily make a good teacher. But the 
practice in the past was to select one of the best 
surgeons or physicians as the professor and head 
of the department. Instances are not few where 
such appointments produced not very desirable 
quality in teaching. A rational approach on the 


other hand is to create a ladder-like structure in 
teaching, where by dint of increasing efficiency in 
teaching and research, a teacher will rise gradually 
from demonstrator to lecturer, assistant professor, 
reader and professor. An efficiency bar may be 
set for the lift at various stages. Seniority alone 
can never be the qualification of a professor. To 
start with, suitable young talent with abilities of 
lecturing and inclination to teaching, must be 
sought from the entire pool of medical profession 
and posted in the teaching cadre. Payment and 
method of payment should be such as to attract 
young talent to teaching profession. Simple 
prestige can no longer be an allurement. 


FACILITIES 


Didactic lecture is the least expensive. Practi- 
cals and clinical demonstrations were added as 
scientific education needs some practical demon- 
tration. But the present level of practicals and 
bed-side clinics is far from satisfactory. Too 
many students, too few teachers and too many 
beds have created a stagnation which needs im- 
mediate overhauling. It will not be out of place 
to mention that finance sometimes stands in the 
way. Some colleges are running the show with 
some antiquated instruments. Modern advanced 
laboratory equipment is not the monopoly of post- 
graduate students alone. The undergraduates 
have also the right to be acquainted with some of 
them. The university, the State Government and 
the respective teaching faculties should take a 
stock of these things and arrange to provide all 
institutions in a fit way. Improvement in quality 
may need the sacrifice of quantity. Instead of 
increasing the number of medical colleges in India, 
it is far more important to bring the existing 
colleges to the level of Western standards. 


SELECTION OF STUDENTS 


This very ticklish question has been engaging 
the attention of educationists everywhere. Till 
now, the performances at the university examina- 
tions and a short test of personality had been the 
basis of selection in the majority of places. But 
in West Bengal there has been a deviation. The 
Governenmt has distributed the seats on a regio- 
nal basis and to the best available talents of that 
region. This means a shift in selection has 
already been made in tune with the requirements 
and with the socio-economic needs of the State. 
What will be the basis of selection then? Is it 
geographical distribution or proper motivation on 
the part of the medical students to serve the com- 
munity as and when needed? If the latter, a 
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proper machinery should be thought of to deter- 
mine the attitude of the entrant and his motiva- 
tion, in addition to a minimum academic quali- 
fication. In India, a new entrant to a medical 
college, average 17 or 18 years of age. The 
majority are either dictated to by the guardians 
or are attracted by the prestige and economic value 
of the profession. Neither the guardian nor the 
new entrant is acquainted enough with the change 
of philosophy and position of the medical profes- 
sion. The recently introduced pre-medical course 
in a glaring example of what has been just said. 
Large casualties in the examinations, not very 
satisfactory teaching facilities all through the 
years, poor accommodation facilities and mount- 
ing costs in time and money result in creating a 
large number of frustrated young doctors. This 
is bound to produce a gap for all times in the 
finished product and a shortfall in the require- 
ments of the country. It produces discontent 
which hampers a motivated service. It is desir- 
able to restrict the admissions to a reasonable size 
depending on the available resources of the state 
and institution. This will help to create a hand- 
ful of buoyant medicos within the prescribed 
years who may be more profitably used by the 
community. A mere increase in numbers to fill 
the per capita distribution according to western 
standards will not solve the problem. A band of 
motivated young medical men is capable of 
delivering more goods than hundreds of ill-trained 
dissatisfied doctors. 
PRESTIGE AND PAYMENT 


These are intimately connected with the 
qualities in the medical profession. The emolu- 
ments must be attractive and the economic value 
of the medical men must be sufficiently large to 
attract good students which alone can maintain 
the ethics of the medical profession. The Hippo- 
cratic oath has become a thing of the past. The 
community is the purchaser of the medical services 
and it alone can determine the values. It is not 
for the university and the government to fix the 
values of medical men. They are the producers 
and distributors. As already indicated the aura 
of the medical profession in India has started to 
take a different shape. It is better that the persons 
interested in education and planning should look 
a few years in advance and determine the course. 


EXAMINATION 


The standard of education is intimately con- 
nected with examinations. Mere selection of 
examiners and casual supervision will not standar- 
dise examinations. Standardisation of examiners 
is as important as standardisation of examinations. 


Personal fancies and bias have no place in scienti- 


fic assessments. Regarding posgraduate levels at 
the time of undergraduate examinations will not 
raise the undergraduate level. A negative ap- 
proach in the examinations and too much emphasis 
on the memorisation of factual data should better 
give place to rational thinking. Performances of 
the students all round the year and not isolated 
performances at the examinations should form the 
basis of success. This question is so vital for 
upgrading of medical education that it needs im- 
mediate attention of all concerned. 


‘ CONCLUSION 
Tradition is good so long as it is a good tradi- 


tion. Science envisages insight into tradition with 


a rational approach. Medical education in India 
has been following a traditional path, traditional 
in the sense of a couple of centuries only. The 
original Indian tradition of preceptorship was 
broken some 200 years ago. We might break the 
current tradition on the issue of scientific advance- 
ment and socio-economic requirements. This 
article has tried to focus attention on some of the 
basic principles with a view to change the pattern 
of medical education in India. The details have 
been left out to economise space, but they will 
not be difficult to be worked out. 
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CASE NOTE 
MYASTHENIA GRAVIS IN A CHILD 
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Myasthenia gravis is a chronic disease characterised 
by abnormal voluntary muscle fatigability with a ten- 
dency to remissions and relapses. It was first described 
by Wilks in 1877. It is essentially a disease occurring 
between adolescence and 50 years. It is relatively rare 
in childhood although isolated case reports provide evi- 
dence of the disease in infants 

A case of myasthenia gravis in a female child aged 
3 years is reported. The chief interest in reporting this 
case is the rarity of the condition at this age. 
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NEW: 
Melleril is a new phenothiazine tranquilliser _ 
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SPECIFIC: 

Melleril is a tranquilliser pure and simple: it exerts 
a specific psychosedative action without clouding 
consciousness or impairing motor activity. 

SAFE: 

Melleril lacks extra-pyramidal or other toxic 
effects like jaundice or bone-marrow depression. 
The most striking aspect of Melleril therapy 

is the almost complete absence of side-effects. 

EFFECTIVE: 

Controlled clinical trials have established 
Melleril as a major advance in tranquilliser therapy. 

VERSATILE: 
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psychosomatic disorders, psychoneuroses and the 
severe psychoses. 


Melleril-(Thioridazine hydrochloride) is 
3-methylmercapto-10- {2’ [N-methyl-piperidy! 
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Reduces Muscular Tension 


Electromyography shows decisive response 


Tracing A, made before medication. reveals a marked action potential following 
the command to relax at point C. Note the difficulty and slowness with which 
the patient responded. 

In tracing B, even though a high action potential appeared at command point C 
the patient showed a definite and almost immediate ability to respond.! 


The remarkable effectiveness of EQUANIL 
may be demonstrated in two ways. One is 
by its ability to relieve muscle spasm and 
meuromuscular tension.! The second is by its 
ability to relieve mental tension and anxiety. 
4. Dickel, H. A, et al.: West. J. Surg., April, 1956. 
Usual Dosage: | tablet tid. The dose may be 
adjusted either up or down. according to the clinical 
response of the patient. 

Supplied: 0.4 Gm. tablets, bottles of 20, 100 and 250, os 
0.2 Gm. tablets, bottles of 20 and 250. , 


anti-anxiety factor with muscle-relaxing action 
... relieves tension 
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Case REPORT 


S. K., Hindu, female child, aged three years, 
was admitted to L.L.R. Hospital, Kanpur on 
5-11-60 with the complaint of inability to open 
the eyes completely for the last one year. 

According to the child’s father the patient was 
in perfect health a year ago when she had an 
attack of fever for a day only. At that time there 
was no other complaint. Two days later the 
father noticed drooping of right eyelid towards 
the evening which lasted till night. The patient 
could open the eyes perfectly well in the morning. 
After about a week the father noticed a similar 
phenomenon in the left eye. This period of 
drooping of the eyelids increased with the pro- 
gress of the disease and at the time of admission 
the child could keep her eyes wide open in the 
morning but within half to one hour the eyelids 
used to droop and eyes used to become more fixed. 
Period of rest restored her strength of eye mus- 
cles to a certain degree. She used to keep her 
head tilted backward in order to have a full view 
in front. She did not have any weakness in any 
cther part of the body. She had no trouble 
during mastication and swallowing. Speech and 
breathing were normal. There was no history of 
injury during birth and all the milestones in the 
development of the child were normal. The 


mother was well during pregnancy. Past and 
family history was of no importance. 

On clinical examination, the child was of nor- 
mal build, not pale, temperature 98°4°F, pulse 80 
per minute, respiration 20 per minute and lymph- 


nodes were not palpable. Examination of the 
nervous system showed that ocular movements 
were limited, with ptosis of the upper eyelids 
(Fig. 1). Pupils were normal and reacting to 


. 1—Berore INJECTION OF 
PROSTIGMINE 


FIG, 2—FIFTEEN MINUTES AFTER 
INJECTION OF PROSTIGMINE 


light. Fundus examination did not reveal any 
abnormality. Other systems were normal. 
Laboratory investigations—R.B.C.—3'9 mill. / 
e.mm. Hb.—13 g. per cent. Total W.B.C.— 
7400/c.mm. with polymorphs—62 per cent, 
lymphocytes—36 per cent, eosinophils—2 per 
cent, W.R.—negative. VDRIL—negative. Kahn’s 
test—negative. C.S.F.—normal. X-ray skull—nor- 
mal. X-ray chest showed a soft tissue shadow in 
the supracardiac region indicating a persistent 
thymus. Prostigmine test—positive. In this test 
the child was given 0°5 mg. of prostigmine sub- 
cutaneously. The width of the palpebral fissure 
was measured and the movements of the eyeballs 
were recorded in all directions before adminis- 
tration of the drug. The result of prostigmine 
injection was noted after 15 minutes (Fig. 2). 
Within half an hour the child could open her eyes 
fully (Fig. 3) with improvement in eyeball move- 
ment. This improvement lasted for a few hours. 
The child was put on tablets of prostigmine 
and an appreciable response was obtained with 
120 mg. of prostigmine a day, given in divided 
doses at equal intervals. The patient was dis- 
charged on 1-12-60 and at the time of report was 
still taking 100 mg. of prostigmine a day with 
complete relief. There was no toxfc reaction. 


DISCUSSION 


In the differential diagnosis of myasthenia gravis at 
such an age period and only with eye muscle involve- 
ment, one has to consider the possibility of Landouzy- 
Dejerine type of myopathy, dystrophia myotonica and 
chronic progressive nuclear ophthalmoplegia. These 
diseases can be easily differentiated from .myasthenia 
gravis by the fact that these have a very slow progres- 
sive course, without remiss’ons and relapses so charac- 


teristic of myasthenia gravis. 


Fic. 3—THIRTY MINUTES AFTER 
INJECTION OF PROSTIGMINE 
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Myasthenia gravis is uncommon in children and parti- 
cularly rare in infancy. Boothby (1934) while analysing 
20 cases of myasthenia gravis reported only one female 
case of 12 years age. Rothbart (1937) laid stress on the 
rarity of the condition in children and infants and re- 
ported three cases. The rarity of the disease is revealed 
in an article by Keynes (1954) who altogether performed 
thymectomy in 21 myasthenic children between 2% and 
16 years of age and in this series there were only three 
cases who were below 5 years. The author’s case was 
only 3 years old at the time of examination and the 
disease process started at the age of two years. 

The symptoms of myasthenia gravis are well known 
but there are certain features which are notably present 
in children. Cranial nerve muscles are affected first, the 
most obvious being ocular muscles. In a very large 
percentage cf cases ptosis, more often unilateral than 
bilateral, and diplopia are the presenting symptoms. 
Ptosis was the only presenting symptom in our case. 

Difficulty in swallowing and in breathing are the 
presenting symptoms during excerbations and are at 
times resistant to large doses of prostigmine. It has 
been snggested that any child having cranial nerve 
palsies, especially involvement of eye muscles, weak- 
ness in speaking or crying, inability to suck milk and 
having an expressionless face, should have a test dose 
of prostigmine 0-1 mg. subcutaneously. Marked tempo- 
rary improvement will certainly occur in myasthenia 
gravis. Presence of tendon reflexes despite the myasthe- 
nie condition of muscles is a feature worth looking for 
in such cases. 

Diagnostic test—The most satisfactory diagnostic test 
in myasthenia gravis is the relief of symptoms follow- 
ing subcutaneous injection of prostigmine. Subcutaneous 
injection of 1-5 mg. of prostigmine with 1/100 grain 
of atropine are given to counteract the mmscarine like 
side effect of the drug on heart and gastrointestinal tract. 
The drug begins to have its action immediately and is 
maximum after half an hour. While carrying out this 
test certain therapeutic criteria must be adopted. The 
recommended ones are to note the width of the palpe- 
bral fissure and the movements of the eyeball in four 
directions. Tether (1948) has shown that an even more 
striking test can be obtained by the intravenous injec- 
tion of a smaller dose of prostigmine (0-5 mg.) which 
relieves myasthenic symptoms within seconds or minutes. 
Such an intravenous dose can safely be given without 
atropine, which is used only in the event of side effects, 
which are extremely rare in the actual myasthenic. 

Schwab and Viets (1941) have introduced a refine- 
ment of the diagnostic test studying the swallow reflex 
before and after the injection by means of a barium 
swallow in those individuals whose major difficulty is 
dysphagia. Retention of barium in the pharynx and 
pyriform fossa is a clear evidence of structural disease 
affecting. the muscles of degintition and the restoration 
to a normal swallow by prostigmine injection permits 
a firm diagnosis of myasthenia gravis. Quinine admi- 
nistered orally intensified the myasthenic state. A fifth 
of the usual adult dose of d-tubocurarine chloride would 
cause an appreciable degree of weakness in myasthenic 
patients and these patients are highly sensitive to this 


drug. In such cases a small dose of curare or quinine 
should be administered in order to bring about an 
aggravation of symptoms and subsequently restoring 
them to normal by prostigmine, thus enabling one to 
clinch the diagnosis of myasthenia gravis. 

It is much safer to arrive at a diagnosis from the 
history, the physical examination and the response to 
prostigmine which seldom fails to provide all the in- 
formation that is required for complete diagnostic 
accuracy. 

Treatment—Since the recognition of clinical entity of 
myasthenia gravis, the treatment of the disease has been 
mainly palliative and many remedies have been suggested. 

In 1930 an American, Edgworth, herself a sufferer 
from the disease, published an account of the beneficial 
effect of ephedrine in relieving her own symptoms. In 
1932, Boothby (loc. cit.) employed glycine in the manage- 
ment of a patient of myasthenia gravis and reported 
good results in some cases. In 1934, Walker was struck 
by the resemblance between the muscular weakness in 
myasthenia gravis and that observed in cases of curare 
poisoning. She successfully treated a case of myasthenia 
gtavis with physostigmine, a drug known to possess 
anti-curate properties. Subsequently, a synthetic pre- 
paration of physostigmine was produced under the name 
of prostigm’ne and this has been the standard drug 
in the treatment of myasthenia gravis. Neostigmine, 
pytidostigmine (mestenon) and ambenonium (mytelase) 
are better tolerated. These compounds differ mainly in 
their duration of action and in the severity of their 
parasympathomimetic side-effects. These drugs are admi- 
nistered in gradually increasing dosage till an optimum 
dose is determined having a maximal effect. 

Anticholinesterase medication with prostigmine is 
helped to a great extent by simultaneous administration 
of ephedrine or potassium chloride. 

Reports about the efficacy of ACTH or cortisone in 
myasthenia gravis are variable. 


SuMMARY 


A case of myasthenia gravis in a child of 3 years is 
reported. She responded well to prostigmine. The lite- 
rature, differential diagnosis and treatment is briefly 
discussed. 
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MONGOLISM : A RIDDLE SOLVED 

Only five years ago, Penrose’ described mon- 
golism as a challenge. Though the condition was 
first described in 1887, little had been definitely 
known about its aetiology until recently. From 
time to time it posed a number of questions: Was 
it a disease entity or merely a syndrome, caused 
by environmental influence or determined by 
genetic factors ; was it an infective immunological 
disorder or a metabolic enzymatic defect ; and was 
it due to a single aetiological factor or the end 
result of various causative determinants? A mys- 
tery surrounded the aetiology of mongolism, and 
the problem was very vexing in view of the fact 
that one in every 700 births was a Mongol’ and 
the condition constituted 5 per cent of all institu- 
tionalised defectives’. 


Many hypotheses were put forward, tested 
and discarded. The racial theory of Mongol blood 
in the ancestry was found unsatisfactory. 
Stewart, quoted by Henderson and Gillespie‘, 
pointed out that the disease has its own distinc- 
tive features which could be recognised even 
among the Mongolian race. The teratologists 
considered this condition a monstrosity due to the 
association of a large array of the physical stigmata 
of degeneracy, notable amongst which are abnor- 
malities of the skull (brachycephaly), eyes (epi- 
canthic fold, slanting position, hypertelorism, cata- 
ract, squint, myopia, abnormalities of iris, etc.), 
mouth, tongue, lips, teeth, ears, hands (pudgy 
hands, incurved and small little fingers, single, 
transverse palmar crease, etc.), feet (wide first 


1 Penrose, 1 S.—Brit. M. J., 2: 993, 1956. 

2 Idem—The Biology of Mental Defect. 1949. Grune and 
Stratton, New York. 

*CarterR, C. O.—Brit. M. J., 2: 994, 1956. 

« HenDeRsON, D. R. D.—A Textbook of 
Psychiatry, 1950, Oxford University Press, London. 
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interdigital cleft continued as a fissure on the 
sole), muscles and ligaments (hypotonia, hyper- 
mobility of joints), heart (congenital abnormali- 
ties), skin and hair. In view of the fact that all 
grades of monsters are seen, teratologists were 
inclined to view the Mongol as one type of mons- 
ter. 


The experimental biologist considered it ‘a 
metabolic dough’. Observations in the field of 
experimental biology were invoked to explain, 
though rather unsatisfactorily, physical stigmata 
of mongolism. Magnesium and manganese 
poisoning in fish leading to cyclopion led to the 
theory of an ionic imbalance in the foetus. 
Nutritional deficiencies in the rat embryo, leading 
to ocular abnormalities and anoxia in pregnant 
mice causing ocular defects in the offspring were 
considered to offer a clue for eye abnormalities 


in mongolism. 


The endocrinologist considered mongolism as 
an endocrinal disorder. Benda’ considered it to 
be due to foetal hypopituitarism and called this 
condition ‘congenital acromicria’. Clarke and 
Clarke® ascribed it to foetal hyperthyroidism. 


Infection was, for some time, held responsible 
for the condition. The role of maternal tuber- 
culosis was put forward, but soon given up. The 
condition was also ascribed to congenital syphilis, 
but there is hardly any evidence to support such 
view. The fact that the cerebrospinal fluid of a 
Mongol precipitates gold colloid awaits explana- 
tion as it does in a number of other non-luetic 
conditions also. Maternal rubella was considered 
causative of ocular defects, but a history of this 
illness in the mother was seldom forthcoming. 
Even studies of antigenic relationship between 
mother and child proved infructive. 


Penrose’ observed that the maternal age of 
Mongols had a mean value of 37°4 years compared 


* Benpa, C. E.—Mongolism and Cretinism, 1950, Grune 
and Stratton, New York. 

*CLaRKe, A. M. anD CiarKe, A. D. B.—Mental Defi- 
ciency the Changing Outlook, 1958, Methuen, London. 
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with 29°4 years among the controls. The advanced 
maternal age, it was thought, had something to 
do with the aetiology of mongolism. Engles’ 
postulated abnormality of the endometrium and 
injury to the ovum before fertilisation was sus- 
pected. Increased amniotic pressure was also 
invoked as the cause of arrested growth of the 
head. Carter*, however, discounted any influence 
of environmental factors. Studies on twins by 
Penrose’ suggested genetic influence. From a 
broad-based study of 550 Mongols, Carter* deduced 
statistically significant differences between the 
risk-ratio among the sibs of Mongols and the 
random expectation. Oster, as quoted by Carter’, 
reported manifold risk-ratio among the sibs com- 


pared with that in the random population. 


There was, however, sufficient indication that 
increasing maternal age was in some way asso- 
ciated with mongolism. Adverse foetal environ- 
ments due to degeneracy of germ plasm had been 
incriminated but the real significance was never 
fully realised. 

Mittwoch* first observed that the nuclei of 
polymorphonuclear leucocytes in the Mongols 
tended to have fewer lobes and fewer ‘drumsticks’ 
than those in the normal individuals. Further, 
chromosomal studies revealed the significance of 
these findings. Against the 46 diploid chromo- 
somes of the normal individual, the Mongol was 
found to possess 47—a variation also seen in 
Klinefelter’s syndrome. The chomosome in the 
Mongol is ‘acrocentric’—belonging to the small 
size range where the Y allosome belongs. In 
Klinefelter’s syndrome the extra chromosome is 
an allosome leading to an XXY constitution. The 
trisomic condition may be due to failure of both 


* ENGLES, M.—J. Ment. Sc., 98: 316, 1952. 
* Mirrwocu, U.—Brit. M. J., 2: 904, 1956. 


members of a homologous chromosome to segre- 
gate normally during miosis. However, the extra 


chromosome may be really supernumerary. ‘This 


additional chromosome is smaller than other 
members of the chromosome complement and 


appears to be genetically inert. 


More recently, Penrose’, reviewing the cyto- 
genetics of mongolism, referred to the small group 
of Mongols which deviated from the classical cyto- 
genetic abnormality of trisomy for autosome 21. 
He described the instances from the fusion of an 
autosome 21 and one of the large acrocentric 
chromosomes. The abnormal chromosomes were 
often to be found in one or the other parent, 
usually the mother, producing no manifestation. 
This translocated chromosome seemed to favour 
non-disjunctions of chromosome number 21 during 
gametogenesis, thereby increasing the chances of 
conception for a Mongol. Such unusual Mongols 
were often born to young mothers and there were 
often more than one affected sib in the family. 
The parent had a chromosome count of 45 and 
such a Mongol child had a count of 46, being a 


trisomic for autosome 21. 


The association of acute leukaemia and certain 
developmental anomalies with mongolism is also 
being further explained in the light of these rela- 
tively recent developments in cytogenetics. It 
may be said, the newer techniques of chromoso- 
mal study have pierced the mystery and solved 
the aetiological riddle of mongolism. The medical 
profession records its gratitude to Barr and 
Bertram*’ who first drew attention to sex chroma- 
tin and to Lejeune" who first identified mongolism 
as an abnormality of the chromosome number. 


* Penrose, L. S.—I/bid., 1: 1026, 1961. 

BARR, M. L. AND BEkTRAM, E. G.—Nature, 163: 676, 
1949. 

Leyeune, L.—Lancet, 2: 448, 1959. 
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GENERAL PRACTICE DIGEST 


OBSTRUCTIVE JAUNDICE AND ITS MANAGEMENT 


Obstructive jaundice may be due to causes within or 
outside the liver. Diagnosis implies three stages, viz., 
the presence of obstruction, its site and its cause. Obs- 
tructive jaundice is characterised by icterus with clay- 
coloured stools and dark urine. It may be produced by 
a variety of causes, which may be intrahepatic or extra- 
hepatic. To call obstructive jaundices ‘surgical’ jaundice 
is often misleading, and all such cases should at the 
first instance be seen by physicians rather than surgeons. 
For delay in diagnosis is far less dangerous than too pre- 
cipitate surgery. 

Extrahepatic causes include stone, carcinoma and 
stricture. Gallstones are common in both sexes and at 
all ages in adults while strictures are rare and are the 
results of previous illness or obstruction. 

Intrahepatic causes include infective hepatitis, portal 
cirrhosis, drugs, biliary cirrhosis, infiltration by carci- 
noma or malignant lymphoma. Infective hepatitis passes 
through a stage of obstruction which is usually short- 
lived. But cholangiol.tic hepatitis or hepatitis with intra- 
hepatic cholestasis may be prolonged, and present one 
of the greatest difficulty in diagnosis. ‘Again, some 
patients with portal cirrhosis may develop features of 
intrahepatic obstruction, and failure to recognise the 
underlying cause may lead to disaster if operation is 
undertaken, because cirrhotic patients withstand anaes- 
thesia and surgery extremely badly. 

Modern drugs, particularly chlorpromazine, are a 
potent cause of obstructive jaundice. Other drugs of this 
nature include sulphonamide, thiouracil, testosterone and 
arsenic compounds. Biliary cirrhosis is uncommon. But 
occasionally carcinomatosis and malignant lymphoma 
(reticulosis) cause obstructive jaundice. This is due to 
infiltration of the liver. 

Clinical diagnosis—A clinical diagnosis, though essen- 
tial, may not be possible for various reasons. A typi- 
cal history of dyspeptic symptoms preceding the onset 
of jaund‘ce will point to a diagnosis of infective hepa- 
titis. Pain is common, though not invariable, with gall- 
stones, but infective hepatitis may be preceded by severe 
pain. Charcot’s triad, viz., transient jaundice following 
an attack of abdominal pain, especially if accompanied 
by fever and rigors, point to gallstones. A carcinoma in 
the ampulla of Vater in the early stages may behave 
in the same way. 

Extrahepatic carcinomata usually cause painless and 
progressive jaundice. Itching is of great significance. If 
severe, it indicates extrahepatic obstruction. It is tran- 
sient in intrahepatic conditions. Jaundice produced by 
drugs is evident from the history. 


Physical signs are often insignificant. The feel of 
the liver is an important guide in diagnosis. It is tender 
in infective hepatitis, irregular and firm or hard in 
cirrhosis and infiltrations, and in most varieties of 
obstructive jaundice, it is enlarged, smooth and soft to 
firm. If the galibladder is distended, the obstruction is 
extrahepatic. The spleen may be enlarged in some cases. 


Liver function tests—The following tests should be 
performed, wherever possible: bilirubin, alkaline phos- 
phatase, thymol turbidity, albumin and globulin ratio, 
and if possible electrophoretic examination of the plasma 
protein. 

The serum bilirubin shows the degree of jaundice and 
is estimated serially. The alkaline phosphatase is a 
measure of obstruction.. A positive flocculation test 
means some interference with liver cell function. The 
plasma protein is normal in extrahepatic conditions, and 
electrophoresis shows important qualitative differences. 
A relative increase of gamma globulin favours an intra- 
hepatic cause because of damage to liver cells, while 
increase in alpha and beta globulins is sometimes found 
in extrahepatic obstruction in which there is an excess of 
lipoproteins contained in these fractions. 

Period of observations—When diagnosis cannot be 
established even by liver function tests the patients may 
be told that the jaundice will probably disappear within 
three weeks. But if it fails to do so at the end of 
this period further steps are necessary to relieve the 
obstruction. 

During the period of observation the patient is kept 
resting in bed and on a light diet with plenty of carbo- 
hydrate. Daily intramuscular injections of 10 mg. vitamin 
K will help in maintaining the prothrombin time and 
prevent bleeding. Itching may be relieved by small duses 
of sedatives (which should be given with caution in 
suspected liver disease) or by sublingual methyl testo- 
sterone. Mild aperients will relieve constipation which 
is often a feature of obstructive jaundice. 

Urine and stools—Besides routine clinical examination, 
especially of the abdomen, and weekly liver function 
tests, a record should be kept of the colour of the urine 
and stools. Return of the colour of the stools means 
that the obstruction is being relieved. This should be 
checked by testing the urine for urobilinogen with 
Ehrlich’s reagent. Reappearance of urobilinogen is the 
earl est sign of recovery in infective hepatitis. 

The urine should also be tested occasionally for the 
presence of sugar, which is suggestive of a carcinoma ot 
the head of the pancreas, and the stools for occult blood, 
the presence of which implies a carcinoma. 


A straight x-ray of the gallbladder region should -be 
taken for radio-opaque stones. Barium meal study of 
the second part of the duodenum is important. Oral 
cholecystography and intravenous cholangiography are 
absolutely valueless in the presence of jaundice, and 
should not be undertaken for at least six weeks after 
an attack. 

If jaundice fails to remit at the end of three weeks 
the patient should be admitted to a hospital. If doubt 
still exists as to the cause of the obstruction two further 
examinations are available: (1) Liver biopsy which must 
be undertaken with extreme caution in a jaundiced 
patient. (2) The other method is an application of the 
observation that ACTH and corticosteroids will reduce 
the synthesis of bilirubin. The serum bilirubin and 
a‘kaline phosphatase are estimated, and on three or more 
successive days an intravenous infusion of 40 units of 
ACTH or 20 mg. of prednisone, thrice daily is given. 
Following this the bilirubin and alkaline phosphatase 
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are again estimated. With intrahepatic obstruction there 
will be a gradual and sustained fall in the levels, re- 
sulting eventually in complete relief of obstruction, if 
they are continued. In extrahepatic obstructive jaundice 
there is either no change or a transient fall in these 
levels. 
—From an article by A. Paton, 
Med. World, 95: 16, 1961. 


CURRENT MEDICAL LITERATURE 


Hepatoma 


Benner, E. J. anp Lappy, D. H. (Ann. Int. Med., 
54: 620, 1961) from the Department of Medicine, Uni- 
versity of Oregon Medical School, Portland, Oregon, 
observe : 

Forty-seven cases of primary carcinoma of the liver 
were reviewed and 14 patients (30 per cent) were found 
who presented clinical pictures dominated by what have 
heretofore been considered atypical and rare features. 
Nine cases with protean and polymorphic atypical clini- 
cal courses were discussed in detail to emphasise the 
puzzling picture that may confront the clinician dealing 
with a case of primary liver cancer. 

A discussion of the signs and symptoms based upon 
the intrahepatic growth patterns and extrahepatic dis- 
semination of this tumour is offered to aid the clinician 
in a systematic pathophysiological approach to diagnosis 
of the bizarre features of the tumour. 

It is emphasised that the general notion that 
cirrhosis and hepatoma are frequently associated is 
true. Evidence of a possible imcrease in frequency of 
hepatoma in the United States and a changing concept 
of the association of posthepatic cirrhosis and post- 
necrotic cirrhosis are considered. 

The occurrence of infectious hepatitis morbidity is 
presented, and the alarming increase in frequency of 
this disease and possibly expected increase in one of its 
complications (hepatomas have developed in 14 per cent 
of 221 postnecrotic cirrhotics) is emphasised. 


Management of Patients following Extensive Intestinal 
Reaction 


WEINGARTEN, M. (Am. j. Gastroenterol., 35: 596, 
1961) from the Beth Israel Hospital, New York, writes : 

In the management of massive small intestinal re- 
section: surgically, the postoperative difficulties may 
be greatly reduced by retaining the ileocaecal valve and 
the colon wherever possible; medically, a moderate high 
protein, low-fat diet with liberal allowance of carbo- 
hydrates chiefly as glucose rather than starch is indicat- 
ed. Feedings of cooked food should be frequent and of 
natural foods preferably. Food should be appetising and 
varied. Serving of food in the pureed state is gene- 
rally mot necessary or advisable, since it tends to 
decrease appetite. Supplementary vitamins A, B, C and 
D are administered by the parenteral route. Vitamin K 
may be necessary if there is any bleeding tendency. 
Transfusions of blood for anaemia are employed, but 


anaemia is rare if the remaining small bowel is normal 
and there is no chronic bleeding. If hypoalbuminaemia 
and oedema are present, salt-free albumin is given intra- 
venously, and the protein intake is made as high as 
tolerated. Oral and intravenous calcium are admini- 
stered when necessary, and other electrolyte disturb- 
ances are appropriately treated. Small doses of corti- 
sone and ACTH may have a very favourable effect on 
intestinal function and in decreasing diarrhoea. 


Macrocytic Anaemia and Steatorrhoea in Jejunal 
Diverticulosis 

POLACHEK, A. A., PIJANOWSKI, W. J. AND MILLER, 

J. M. (Ann, Int, Med., 54: 536, 1961) from the Radio- 

isotope, Medical, and Surgical Services, Fort Howard 

Division, Veterans Administration Hospital, Baltimore, 

Maryland, write : 

Three additional cases of jejunal diverticulosis with 
macrocytic anaemia and steatorrhoea are reported. Fre- 
quently, other absorptive deficiencies are also present. 
The administration of one of the broad spectrum anti- 
biotics improves vitamin B,, absorption and may alle- 
viate the symptoms of diverticulitis. Vitamin B,, may 
be used effectively as substitution therapy. Surgical 
excision of the diverticula was effective in correcting the 
absorptive deficiencies. 


Clinical Significance of the Spermatic Granuloma 

Manoney, E. M. (Surg. Gynec. & Obst., 112: 659, 
1961) from the Urology Section of the Surgical Service, 
Veterans Administration Hospital, West Roxbury, 
Massachusetts, writes : 

Conservative treatment with scrotal elevation and ice 
pack deserves an initial trial. Occasionally, persistent 
disabling pain due to spermatic granuloma may warrant 
epididymectomy for symptomatic relief. Surgical ex- 
ploration carries little morbidity and is advisable when 
the diagnosis is uncertain and rests between tuberculous 
epididymitis, neoplasm, and spermatic granuloma. In 
view of the high incidence of this lesion in routine 
autopsy studies and the infrequency of correct clinical 
diaguoses, it is reasonable to believe that patients with 
spermatic granuloma are presently being treated for 
either tuberculous or suppurative epididymitis. Because 
a tissue diagnosis was obtained, patients 2 and 3 of the 
series were spared an unwarranted long term course 
of antituberculosis therapy. The importance of retro- 
gtade vasography and surgical exploration is evident. 


Anuria of Hypovolaemic Shock Relieved by THAM 

Gortz, R. H., S8LMONOSKy, CARLOS A. AND State, D. 
(Surg. Gynec. & Obst., 112: 724, 1961) from the 
Department of Surgery, Albert Einstein College of 
Medicine, New York, give in the following lincs the 
summary of their observations on the successful results 
of Tris (hydroxymethyl) aminomethane (THAM) in 
anuria and acidosis of haemorrhagic shock : 

The anuria and acidosis associated with haemorrhagic 
shock have been investigated. They could not be pre- 
vented by the administration of normal saline, 0-6 molar 
sodium chloride, or 45 per cent solution of urea. 
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THAM, a new amine buffer, prevents both the acidosis 
and anuria of haemorrhagic shock if administered prior 
to and during bleeding. 

Once established, anuria can be relieved by the ad- 
ministration of THAM, and in fact, diuresis develops 
despite the contilnued hypovolaemic hypotension, i.e., 
blood pressure levels between 40 and 50 mm. of Hg and 
bleeding of 48 to 77 ml. per kg. 

The possible mechanisms by which THAM relieves 
the anuria associated with haemorrhagic shock are dis 
cussed. 


Idiopathic Nontropical Sprue (Malabsorption Syndrome) 

Wo.taecer, E. E. AnD GREEN, P. A. (Am. J. Gastro- 
enterol,, 35: 569, 1961) from the Section of Medicine, 
Mayo Clinic and Mayo Foundation, Rochester, Minn, 
write : 

Nontropical sprue is a chronic remittent disease 
characterised by impaired absorptive and motor func- 
tions of the small intestine resulting in multiple and 
often serious nutritional deficiencies. The disease lacks 
gross pathological changes but displays characteristic 
abnormalities of the mucosa of the upper part of the 
small intestine, which may be specific. Nontropical 
sprue must be distinguished from sprue syndromes 
secondary to other diseases that interfere with function 
of the small intestine. 

There is good evidence to show that nontropical sprue 
in adult patients is the same as coeliac disease in infants 
and children. Probably also tropical and nontropical 
sprue are closely related. The term ‘nontropical sprue’ 
seems preferable to ‘idiopathic steatorrhoea’ or ‘malabsorp- 
tion syndrome’ as a designation for this disease. 

A synopsis of clinical findings in 124 cases of non- 
tropical sprue is present. Many patients with this 
disease respond very satisfactorily to treatment with a 
diet restricted in fat, rich in protein and supplemented 
with extra vitamins and minerals. The gluten-free diet, 
though not always successful, has been an important 
contribution to the treatment of nontropical sprue, es- 
pecially for some patients who do not respond to con- 
ventional therapy. The administration of adrenal corti- 
cal steroids, usually on a temporary basis, has been 
he!pful in establishing remissions in certain treatment- 
resistant patients. 

Although most patients with sprne respond satisfac- 
torily to some sort of medical therapy, the diseasé has 
not been completely or permanently cured by any treat- 
ment that the authors have employed, including the 
giuten-free diet. For this reason they believe it im- 
portant to prescribe supplementary vitamins and mine- 
tals in all cases. 

Although the cause of sprue is not known, there is 
considerable evidence to suggest that the disease may 
stem from some hereditary abnormality of the small 
intestine. The symptoms of sprue may develop as the 
result of this basic defect alone, or they may be preci- 
pitated by one or more additional inciting causes such 
as dietary deficiencies, intestinal infections or sensitivity 
to gluten. The response to treatment in any individual 
patient would thus depend upon the severity of the 
underlying hereditary defect and the degree to which 
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the correctible inciting factors are responsible for the 
total clinical picture. 


Radiological Appearance in the Lung Fields of 
Tropical Eosinophilia 

Basu, S. P. (Calcutta M. J., 57: 152, 1960) writes: 

This paper concerns itself with radiological observa- 
tions on more than 400 cases of tropical eosinophilia, 
with the following results. 

Léffler’s syndome and tropical eosinophilia, from the 
radiological angle, are probably one and the same thing. 
Scarring in the lung is rare after tropical eosinophilia. 
Changes in the cardiac silhouette are frequently seen in 
tropical eosinophilia, but they are often transitory and 
disappear with the remission of symptoms. Radiological 
changes in the lung fields, the severity of the clinical 
condition and the eosinophil count are not always corre- 
lated. The eosinophilic count and the severity of the 
symptoms wax and wane, but not so the radiological 
picture. Other conditions associated with tropical eosi- 
nophilia are bronchiectasis, pulmonary tuberculosis, 
emphysema and atelectasis. Emphysema often arises as 
a complication. Lung findings tend to reappear with 
recurrence of symptoms after a remission lasting months 
or even years. 


Expulsion of Taenia Saginata and Taenia Solium by 
Quinacrine (Atebrine) Treatment 

CaBRerA, B. D. and Yocore, M. G. Jr. (J. Philippine 
M. A., 37: 479, 1961) from the Department of Parasito- 
logy, Institute of Hygiene, University of the Philippines, 
write : 

Quinacrine hydrochloride with sodium bicarbonate 
when given orally to 16 patients with taeniasis produced 
expulsion of the worm in 15 or a cure rate of 93:7 -per 
cent. Worms were expelled alive and stained with deep 
yellow colour of quinacrine. 

Out of 15 cases of taeniasis successfully treated 2 
were caused by Taenia solium and 13 by Taenia saginata. 
There was one case of multiple infection by Taenia 
saginata which is the first and only case so far recorded 
in the department of parasitology. 

The symptoms experienced by some patients were 
nausea, vomiting, hunger pains and general body weak- 
ness wh'ch were considered benign and hence hospitali- 
sation during treatment is not warranted. 


Classification of Leprosy 

CHAUSSINAUND, R. (Leprosy Rev., 32: 74, 1961, Ref. 
Trop Dis. Bull., 58: 809, 1961) writes: 

In spite of the fact that it is almost 90 years since 
the discovery of the leprosy bacillus, leprologists are 
still searching for an acceptable classification of leprosy. 
There are at present 4 primary classifications in exist- 
ence: that of Madrid, the Indian, the Japanese, and 
that of Cochrane. 

In making his suggestions the author lays down 2 
principles : (1) each case should be classified as it is at 
the time of examination, not according to what it has 
been or is becoming; (2) classification should be con- 
sistently based on the histological condition which does 
not of course necessarily imply histological examina- 


tion in each case. This would exclude such terms as 
maculo-anaesthetic and polyneuritic. The former of 
these terms can sometimes be applied to tuberculoid 
and to lepromatous cases; patients with the latter con- 
dition can generally be classified as lepromatous, tuber- 
culo'd or indeterminate by the Mitsuda reaction or even 
by a small nerve biopsy. 

In the author's suggested classification, borderline 
cases are added to tuberculoid in a fourth subclass after 
atypical, minor, and major. Lepromatous cases are 
divided into figurate and diffuse, the figurate being 
again subdivided into papular, macular, nodular, and 
infiltrated. Indeterm nate cases are divided according to 
whether they are macular (with a query) or are hypopig- 
mented, erythematous or hyperpigmented. 


PAM in Acute Gonorrhoeal Infection 


Iparra, L. M. (J. Philippine M. A., 37: 489, 1961) 
from the VD Control Section, Division of Preventable 
Diseases, Manila Health Department, writes: 

Two sets of studies regarding the effect of PAM (Pro- 
caine penicillin G in oil with 2 per cent aluminium 
monostearate) in acute gonorrhoeal infection in males 
were undertaken: (a) a total of 437 cases (primary in- 
fection) using three dosage forms—600,000 units (146 
cases), 900,000 units (146 cases) and 1,200,000 units (145 
cases); and (b) a total of 518 cases using two dosage 
forms —1,200,000 units (263 cases) and 2,400,000 units 
(255 cases). Each dose was given in one single intra- 
mvscular injection at the buttocks except the 2,400,000 
un‘ts which was given in two doses of 1,200,000 units at 
24 hours interval. 

Analysis of the data for the third day of observation 
after treatment shows that a higher dosage of 2,400,000 
units of PAM gave the lowest percentage of positive 
results (4-31 per cent) and those receiving lower dosages 
of 600,000 units (10-9 per cent), 900,000 units (18-4 per 
cent) and 1,200,000 units (average of the two studies, 
6-5 per cent) gave a higher percentage of positives. 

The dosage of PAM in gonorrhoea must be increased 
to produce a higher peak of penicillinaemia to prevent 
the gonococcus from being less sensitive to the drug, 
and to prevent the occurrence of resistance. 

Post-treatment observation is one of the problems in 
the evaluation of the pen‘cillin treatment of gonorrhoea 
as 36-15 per cent and 44-01 per cent of cases treated 
with PAM failed to return to the clinic for the follow- 
up and examination. 

Smear and culture examinations should be performed 
at the same time for the latter is more reliable as a 
criterion for cure. 

Exposure to re-infection could not be entirely ex- 
clyded from those positive cases during the period of 
observation after treatment, for a negative history of re- 
exposure obtained from the patient is not conclusive. 

The use of alcohol even in moderate quantities in- 
hibits the action of the drug resulting in persistence of 
the infection and tendency to develop relapses. 

Alcohol (beer, wine, whisky or anything that con- 
tains even a little alcohol) must be absolutely avoided 
during the acute stage and for a period of 3-4 weeks 
after treatment. 


CURRENT TOPICS 


HISTORY OF MEDICINE 


The following is from the Inaugural Address of Dr. 
Jivraj N. Mehta, Chief Minister, Gujarat, delivered at 
the Assembly of the Advisory Committee of the Institute 
of History of Medicine at Vigyan Bhavan, New Delhi 
on August 12, 1961 : 

“The Institute to be established by the sponsors in 
New Delhi seems to be a multipurpose medical centre 
where emphasis will be given on teaching history of 
medicine with a view to broaden the outlook of the 
future medical researchers and practitioners alike. This 
is really not an easy job, but the spirit of work and 
singleness of purpose that I have seen in the sponsors 
of the Institute assures me of their success. 

I have come to know that the aims and objects of 
the proposed Institute are to study and promote 
krowledge of the history of medicine and to make a 
proper scientific appraisal of the pfinciples and practices 
of the various systems of medicine and for these it shall 
provide facilities, and establish various divisions includ- 
ing Library, Museum, Herbarium, Laboratories, Hospital 
and Clnical Research facilities and Press and Publica- 
tion Division. All this reminds me of the suggestion 
given by the famous professor of history of medicine, 
the late Dr. Henry Sigerist : “Since India is confronted 
with the problem of indigenous medical systems and will 
be so for a long time, an Institute of the History of 
Medicine would greatly help to clarify the situation.” 

I have been told by the sponsors of the Institute that 
they have already purchased about 150 acres of land at 
Tughlaqabad for this purpose and the initial expenses 
are being met from the Qaumi Income of the Hamdard 
Wagqf. I greatly appreciate their action which aims at 
the service of humanity in general. 

I am further impressed to know that in order to 
mature the schemes of the Institute suggestions and 
comments were invited from scientists all over the world 
and their plans would be submitted to them in future 
also. It is pleasing to note that its basic principles have 
been accepted by many renowned scientists of the world. 

For such a big scheme the aims and objects of which 
are to remove p7in and suffering of the ailing humanity 
and to free medical science from the fetters of narrow- 
mindedness, I have unqualified admiration and I wish 
it all success and hope to see it progressing with the 
same speed as it has progressed to this day. 

I may say here that the History of Medicine is both 
an educative and an exciting subject, full of interest. 

Man’s quest for knowledge has been an obsession with 
him and from time immemorial he is engaged in solving 
the mysteries of natvre. One of such mysteries was the 
diseases which afflicted him since the days of Adam 
and Eve. His fight against them has been ceaseless. 
Even the earliest man suffered from diseases we en- 
counter today. The Ape Man of Java had multiple 
exostoses of his left femur and the Egyptian mummies 
show the evidence of tuberculosis of kidneys and spine, 
schistosomiasis, poliomvelitis and other d’seases which 
are prevalent even today. Naturally, being gifted with 
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HADENSA for PILES 


HAEMORRHOIDS, FISSURES and BLEEDING 


HADENSA, recommended by Doctors in 108 
countries, gives prompt and lasting relief from 
Piles, Haemorrhoids and Fissures; relieves pain 
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an ingenious brain he started thinking of alleviating the 

sufferings of man. The ancient man also suffered from 
the fear of ‘The Unknown’; and he associated his suffer- 
ings to the displeasure of the Supernatural power which 
he worshipped in the form of different deities or demons 
and as a corollary asked for their blessings for the alle- 
viation of the same. ‘Thus the curative power became 
associated with rituals to please these deities and gave 
birth to curative magic charms, amulets etc. for obtain- 
ing a cure. Ancient Egyptians, Babylonians, Chinese, 
Greeks and Arabs used them freely. The priest thus 
came to have the colateral duty of the healer. The 
earliest example of surgery is found in the Neolithic 
period and a skull preserved in the Berlin museum 
shows a clean hole at the top, made probably to drive 
away the devil from the brain in cases of epilepsy, con- 
vulsions or fevers. Next, the Paleolithic age gives us 
evidence of the performance of such minor operations 
like the amputation of finger. 

Egyptian medicine is the earliest known of (4000 B.C.) 
i.e. even before the Greek and Arabic Medicine held a 
sway in the Middle East and Europe. They prescribed 
herbs, minerals and animal substances from elephants, 
crocodiles etc. There is evidence that surgery was 
practised on a limited scale. 

Babylonians who came next regarded invisible agents 
as the cause of disease. They held liver as the seat of 
vital functions and prescribed drugs to that end. They 
laid down fees of physicians according to the ability of 
the patient to pay. 

After these earliest periods Medicine came to be re- 
cognised as an art practised with the blessings of gods, 
and in this form it emerged as the classical Greek, 

“ Arabic and Aryan (Ayurvedic) art of healing. 


Early Greek medicine believed in different gods of 
Health like Hygeia, Panacea, Aesculapius. They wor- 
shipped these gods to gain health and cure diseases. 
In later years, paradoxically it was the Greek medicine 
as practised by Hippocrates which had a scientific angle 
beyond belief and for which afterwards he was to get 
the epithet of ‘the Father of Medicine’ acknowledged by 
all. Hippocrates was the first to put the rational con- 
ception of Medicine to the test of experience. It was he 
and his followers who adopted convincingly the scientific 
procedures which go under the name of ‘Hippocratic 
Meteor’. Hippocratic Physicians were patient observers 
of facts, sceptical of the marvellous and unverifiable 
observations, hesitating to theorise beyond the facts but 
yet eager to generalise from actual experience. 

The Arabic Medicine did not lag behind. From 850 
A.D. to 1050 A.D. was the golden age of Arabic Medicine. 
Avicenna (960—1037) of Iran wrote the ‘Canon of Medi- 
cine’. He tried various surgical procedures, even straight- 
ening of a crooked spine. 

Rhazes of Iran practised in Baghdad. He was so 
scientific that he believed that only quacks perform so- 
called miracles and get rich; a real doctor must endure 
poverty. 

India had an established system of Medicine which 
was known as Ayurveda, with two most important 
treatises on medicine, namely Charak Samhita and 
Susruta Sahmita, which were written two thousand years 
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ago. There were two residential colleges. Taxilla and 
Nalanda, where medical education was imparted and 
students from foreign countries also were drawn to them. 
They had definite methods of diagnosis, prognosis, treat- 
ment, dietetics, personal and mass hygiene. The surgi- 
cal practice was highly developed and the instruments 
possessed by them were of the finest variety. Charak 
and Susruta, the pioneers of the Ayurvedic system, had 
a very scientific way of history-taking which can be 
followed even today with benefit. 

As far as therapeutics is concerned the science of 
Ayurveda was flourishing and though they had no 
laboratories at their command, whatever they derived 
from their keen clinical observation, stands the test of 
time. Ayurveda prescribed salt-free diet for ascites and 
general anasarca. In Susruta (46 chapter: Uttar Tantra) 
taw goats’ liver is prescribed as a treatment for anaemias. 
I do not think we have gone far from the treatment of 
Ayurveda for anaemias because iron in large doses in 
different forms and copper also was prescribed for resist- 
ant anaemias including liver as above stated. Ayurvedic 
treatment for rheumatic and rheumatoid arthritis and 
osteo-arthritis in the form of various preparations of 
Guggal with other minerals, with or without gold, has 
its adherents and successors even now. 


Ayurveda was also rich with a number of prepara- 
tions for antipyretic, anthelmintic and diuretic uses 
many of which are in use today as any other modern 
preparations. Before 15 years, the modern scientist could 
not imagine that oral contraceptives would be thought 
of. But in Ayurveda a number of drugs are described 
which work as oral contraceptives. As far as tranquilli- 
sers are concerned, the modern medicine had to borrow 
its best drug from Ayurveda. I am referring to Sarpa 
Gandha. But there are a number of other compounds in 
Ayurveda which were used as tranquillisers. 

The one thing that strikes us is the unselfish service 
amounting to devotion without any monetary considera- 
tions, the rich as well as the poor getting treated alike, 
following the ethical principles, blazing a trail for the 
future generations to follow. In some medical institu- 
tions of the world the physicians are still required to 
take up the Hippocratic oath before they can take up the 
role of the healer in the society. This period was 
greatly handicapped due to the lack of knowledge of 
other allied sciences, but even then it can be truly 
called as ‘the dawn of modern medicine’. Cadavers were 
dissected to study anatomy, operations like tapping of 
hydrocele, ascites, amputations, draining of abscesses 
were performed. Observation of patients, their sympto- 
matology and environmental factors were studied. It 
was in this age that the belief in evil spirits causing 
diseases were toned down to a reasonable level and 
attempt at scientific explanation of diseases was tried 
which would be accepted by people at large. 

After this there was the Galenic period, a mixture of 
scientific observations and the influence of stars forming 
the basis of medicine. True physiological experiments 
started with the discovery of the circulation of blood by 
Harvey during the Elizabethan Era. It was another 
bright star on the horizon of modern medicine. Then 
came the invention of microscope. 
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During the last 100 years the discovery of bacteria 
by Pasteur, and then the well-known chain of discoveries 
of the germs of different diseases, the discovery of 
X-Ray, advances in anaesthesia and the introduction of 
aseptic surgery by Lister put the Medical Science on a 
high pedestal and the science of diagnostic and cura- 
tive medicine started advancing by leaps and bounds. 
The two world wars played an important role in accele- 
rating this process. The medical scientist did not neglect 
the preventive aspect of diseases, infectious as well as 
as non-infectious, and in this direction too he achieved a 
tremendous amount of success. 


Next, the medical men looked upon social welfare as 
their responsibility. With the advent of full blown in- 
dustrialisation many problems about the health of 
workers cropped up and they forced the Governments to 
introduce legislation to safeguard their health, e.g., not 
allowing employment of children, sick leave benefits, 
health insurance benefits, maternity benefits, environ- 
mental hygiene of the factories, treatment and re- 
creation facilities. 

The medical scientist was not satisfied with even 
these because of the significant change in the concept 
of health. To him, health was not mere absence of 
disease which he could not easily achieve with modern 
aids. To him, a healthy man was one who was in a 
state of complete physical, mental and social well being. 
who could enjoy life in its fullest meaning and could 
give to the society all the benefits he was capable of. 
The idea of social medicine was born thus. Medicine 
came to be regarded as a truly humanitarian science to 
which caste, creed and national boundaries had ceased 
to have any meaning. W.H.O. is the symbol of the 
modern way of thinking. 


The History of Medicine is really the saga of man’s 
fight against nature, to master the mysteries of death 
of disease. It is a heroic fight and well worth the 
struggle. I have given you the barest outline of the 
History of Medicine. A question and a pertinent one 
may be asked, ‘“‘Why study the History of Medicine?” 
What does it teach us? A cynic may remark that 
history never teaches anything. Well, I am not a 
cynic and I feel we can learn a lot from its study, e.g. 
(1) The ethics of medical practice that were taught 
by the grand old Masters, need more emphasis today 
then ever before. (2) As the oldest science directd 
towards eliminating the suffering of humanity, medi- 
cine evokes well deserved love, devotion and respect 
for the profession. (3) It has imspired the profession 
to continue the noble traditions of selfless service and 
sacrifice. (4) It has taught us not to reject everything 
old because medicine was an empirical art, but to 
examine and make a scientific appraisal to find out 
whether the drugs used in the past were of real value 
and can be prescribed today with equal advantage. (5) It 
has given realisation that the medical theories are not 
dogmas but are liable to be changed if they are to 
march onwards. (6) It gave us a noble example to treat 
the patients as human beings by identifying one’s self 
with the people without putting any extra value on one’s 
self. (7) It also taught us to discard those opinions 


which are based on insufficient knowledge and obser- 
vations. 


I am glad to note that the objectives of the Institute 
are (1) to study and promote research in the subject of 
Medical History and (2) to undertake research in regard 
to scientific appraisal of the principles and practices of 
various systems of medicine including Ayurveda, Unani 
etc. These objectives are very laudable. Thanks to the 
therapeutic advances now being made in the various 
branches of medical sciences, the value of some of the 
old therapeutic substances has been rationally under- 
stood and utilised. This Institute, I am sure, will con- 
tribute significantly in furthering the progress of medical 
therapeutics in a rational, intelligent and economical 
manner. To me it is a matter of great significance that 
the Hamdard Wagqf will meet the initial expenses to 
be incurred on the establishment of the Institute of the 
History of Medicine. All praise to it for the purpose! 


I am glad to find that this Institute of the History 
of Medicine is to be commenced in a magnificent way, 
with abundant space for research laboratories, museums, 
as well as for a fine library and it further provides for a 
number of developments reffered to in the earlier part 
of my speech. The care that has been bestowed in the 
development of the idea assures one of the implemen- 
tation thus giving Delhi another Institution of impor- 
tance.” 


TOUR OF THE HONY. GENERAL SECRETARY, IMA 
IN THE FAR EAST 


The following is from the report of the tour of 
Dr. A. P. Mittra, in Japan, the Philippines and Thailand 
as submitted by him to the 1.M.A. Working Committee 
at its meeting held at Nainital. 


“At the meeting of the World Medical Association in 
New York in April 1961, I was appointed the official 
observer of the World Medical Association to the Second 
Congress of Confederation of Medical Associations of Asia 
and Oceania and to the 54th Annual Convention of the 
Philippine Medical Association which were held jointly 
at Quezon City near Manila in the Philippines. This 
afforded me an opportunity of visiting Japan, the 
Philippines and Thailand. 


In the Philippines, the Congress which I attended, 
was ably presided over by Dr. Taro Takemi (President, 
Japan Medical Association. The President-elect was 
Dr. Heraldo del Castillo of the Philippines and the 
Secretary-Treasurer, Dr. Victorino de Dios also of the 
Philippines. The Opening General Session on April 24 
was a joint function of the Confederation of Medical 
Associations of Asia and Oceania and the Philippine 
Medical Association’s 54th Annual Convention. It was 
an impressive meeting at which the special guests and 
foreign delegates were introduced to the assembly fol- 
lowed by addresses by Dr. Taro Takemi, President, 
C.M.A.A.O. and Dr. Rafael Enrile, President, P.M.A. 
H.E. the President of the Philippines was unable to 
attend due to indisposition and his address was read 
by Hon’ble the Minister for Health. 
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IN JAPAN 


In Japan, Dr. Minamizaki, the Secretary General of 
the Japan Medical Association was present at the air- 
port at Tokyo, when my plane arrived, well after mid- 
night, from San Francisco. He, after welcoming me, 
handed over a copy of the programme which had been 
made for me for my stay of four days. My itinerary 
in Tokyo started from early in the morning, and every 
day a car was placed at my disposal along with an 
official guide, interpreter, from the Japan Medical Asso- 
ciation. 

The places I was able to visit were— 

1. The Imperial Medical College in Tokyo. 

2. The Tokyo General Hospital :—One of the Assis- 
tant Professors, Dr. Kasida of the Diagnostic Depart- 
ment of the Hospital, was my guide. I spent a whole 
afternoon in seeing the hospital. It has over 1,000 beds 
and is fully equipped with all necessary departments. 
It is attached to the Imperial Medical College. What 
impressed me was its organisation, efficient and silent 
carrying on of work, while the buildings were not impos- 
ing nor did they appear.to be of expensive materials. 
There was no sign of opulence nor that of wastage. 
Cleanliness was remarkable ‘though the place was crowd- 
ed, not unlike our hospitals . 

I was able to spend almost an hour in the Research 
Departments of the Diagnostic Wing. Here, I was 
treated to a demonstration of the ‘“‘Gastric Camera” used 
for diagnosis by photographing the mucous lining of 
the stomach from inside its cavity. The other important 
work which was being carried on in this department, 
was on blood diseases and radio isotopes. 

Dr. Kasida was most helpful, an excellent guide, 
most courteous and spoke English reasonably well. 

3. The Public Health Institute of Japan :—Another 
afternoon, I spent with Dr. Saito, the Director of the 
Institute. He showed me round the museum and the 
library and later had a long discussion with me in his 
study, about the epidemic diseases more commonly 
found in the Pacific areas of Asia and South East Asia. 
He was keenly interested in our national efforts for the 
eradication of Malaria, Smallpox, Leprosy, Cholera and 
Filaria. After conclusion of my visit to the Institute, 
Dr. Saito took me for a long drive lasting for about 
two hours to one of the Imperial gardens to show me 
some of the more important trees of Japan and the 
cherry blossom. 

4. The Japan Medical Association :—I was able to 
visit the national headquarters on two occasions for 
about three hours each. On thé first occasion, the Vice- 
President and the Secretary Genera) received me. On 
the second occasion, the Secretary General and one of 
the Standing Directors were with me. 

In Japan, there are approximately 90,000 doctors, out 
of which 70,000 are members of the Association. There 
are 10,000 women doctors in Japan who have a separate 
medical association which is affiliated to the Japan Medi- 
cal Association, 

The day-to-day work of the Association is carried 
on by the President, Vice-President, Standing Directors 
and Directors with the help of a sizeable full time 


7 


CURRENT TOPICS 415 


staff which includes the Secretary General. The Stand- 
ing Directors are usually resident in Tokyo or in nearby 
towns and have to come for two or three hours to the 
Association office almost every day. Each has certain 
duties allotted to him. The Directors can hail from 
any place in Japan and are not required to come to 
the Association office so regularly. The officers of the 
Association, viz., the President, the Vice-Presidents, the 
Directors and the Standing Directors are elected at the 
annual meeting and may be compared to the members 
of our Working Committee. In all there are 12 Direc- 
tors and Standing Directors. 


The membership dues are divided in three categories. 
Category A has 46,000 members who pay the full dues, 
Category B has 3,000 members who pay at a reduced 
rate and Category C has 1,000 members who pay a still 
further reduced rate of subscription. This last category 
is mostly for young physicians, recently qualified, doing 
house jobs. There are approximately 20,000 members 
who do not pay any dues. These include retired doctors 
or doctors who are invalids, but, all of whom previously 
paid the full dues. Members of this last group also 
receive the Journal of the Association free of charge, 
like all other members, but their voting rights are limited 
to the local branch level. 


The Journal is free to all members. A copy of the 
Journal costs about 100 Yen (approximately Re. 1-25). 
The Journal is run at a loss. 


Branch membership fee varies, but the central quota 
for each member paying full dues, is 3,000 Yen per 
annum (Rs. 40/-). 


The Association has its own spacious multi-storeyed 
building which is old but well maintained. 

The average income of a general practitioner was 
stated to be between 15,000 to 30,000 Yen per month 
which comes to approximately Rs. 200/- to Rs. 400/-. 
Doctors doing health insurance practice were not con- 
sidered to be well off as a large number of them were 
able only to get about 50,000 Yen per annum from this 
source. The visiting fee of the general practitioner 
varies between 150 to 300 Yen (approximately Rs. 2/- 
to Rs. 4/-), at the same time the rate of income-tax was 
high. Considering all this, my conclusion was that 
financially the physicians of Japan, on the average were 
about in the same position as their counterparts in India. 
It was, therefore, rather surprising that at least 46,000 
out of 70,000 members gladly paid the central subscrip- 
tion which came to the equivalent of Rs. 40/- per year, 
to the Association. Naturally I asked the Vice-President 
and the Secretary General if the members did not con- 
sider this central subscription to be rather exorbitant. 
The reply given to me was that it was so, but they also 
realised that it was a necessary hardship to keep the 
Association financially sound and in a strong position 
and so they willingly paid it and considered it a duty 
to do so. 


The Association was having a grim tussle with the 
Government in regard to the payments to the insurance 
doctors. The situation has been tense for a considerable 
time and I was told, on one occasion the doctors, at 
the instance of the Association, struck work for one 


Mal 
= 
‘ 
2 
| 
43 


416 J. INDIAN M. A., VOL. 37, NO. 8, OCTOBER 16, 1961 


day. A second strike also had been planned in March, 
1961, but had been postponed pending the outcome of 
negotiations with the Government. The Association was 
demanding an increase of at least 30 per cent in the 
payment to dectors. Government was agreeable only 
for an increase of 10 per cent. Thus the struggle is 
still on. 


IN THE PHILIPPINES 


My next visit was to the Philippines where I had 
been deputed by the Council of the World Medical Asso- 
ciation to attend the Second Congress of the Confedera- 
tion of Medical Associations of Asia and Oceania and 
the 54th Annual Convention of the Philippine Medical 
Association which were joinly held from April 22 to 
April 30, 1961 at Quezon City. A brief report on these 
meetings is being submitted separately. I must record 
here my grateful thanks to the President and other 
Officers of the Philippine Medical Association for their 
courtesy and warm welcome accorded to me. Because 
of being busy with the two Conventions, it was not 
possible for me to see many of the medical centres in 
Manila but I was afforded the: opportunity of seeing one 
of the five medical colleges, the huge Tuberculosis 
Sanitorium and the Philippine General Hospital. I was 
also able to attend one Session of the 14th Annual Meet- 
ing of the Philippine Public Health Association where 
I listened to a symposium on ‘Politics and Public Health 
Administration’’. 


What I found was, that for a city of its size, Manila 
was replete with medical colleges (5), Universities (6) 
and innumerable hospitals and nursing homes. The 
Philippine General Hospital, of course, is the oldest and 
the largest with approximately 1,000 beds. The Director 
of the Hospital, Dr. Jose Barcelona was very kind in 
showing me through some of the departments of the 
Hospital. Here also I noticed that the hospital buildings 
were simply constructed. The crowding of patients was 
again like in those of ours. I was told that this hospi- 
tal had approximately 3,000 admissions per month and 
about 20,000 patients were treated in the ont-patients 
department per month. The expenses per head, per day, 
for each indoor patient was in the neighbourhood of 
one Peso (3 Pesos are equal to 1 U.S. Dollar). During 
rush periods in this hospital the overflow of patients 
are accommodated in corridors and side rooms and then 
the indoor strength increases even up to 120 per cent. 


My old friend and colleague in the Council of the 
W.M.A., Dr. Romeo Atienza, Professor of Public Health 
in one of the Medical Colleges, was kind enough to 
show me his own department. 


The Philippino docfors, whom I met in Manila seem- 
ed to me to be all prosperous. As in many other 
countries, there was a greater concentration of doctors 
in the cities and the bigger towns and I was told, there 
were many places in the country where there were still 
no doctors available. The total number of doctors in the 
Philippines is 14,000 of whom at least 2,000 are abroad, 
mostly in the United States of America: Another 3,000, 
I was surprised to note were in business or were in- 
active. 


The stable membership of the Philippine Medical 
Association was about 5,000. The central due per mem- 
ber is 12 Pesos per annum which is equivalent to 4 
Dollars or about Rs. 20/- General Practitioners who are 
well established, usually charge 5 to 10 Pesos as their 
visiting fee. The population to doctor ratio is low. The 
total population of the Philippines being rated at 27 
million. There are seven Medical Colleges in the coun- 
try, out of which five are in Manila and two elsewhere. 
Three of the Medical Colleges in the capital are run by 
the State and the others are managed by private or 
religious bodies with endowments and donations. There 
is a craze and also a demand for private Nursing Homes 
of which there are quite a number in Manila and 
Quezon City and all of these seem to be doing well, 
though their schedule of charges were high compared 
to our standards in India. I had the privilege of visit- 
ing one of the larger and more expensive Nursing 
Homes with 55 beds which js owned and run by husband 
and wife, who are both doctors. 

The Government has instituted, three years ago, a 
partial Contributory Medical Scheme for 
workers only. An establishment which has five or more 
employees must get the workers insured. The contribu- 
tion rates of the three parties concerned, were about 
the same as obtained in India. The doctors through the 
Medical Association, are agitating for a national scheme 
of Health Insurance but on a voluntary basis. The gene- 
tal elections approaching soon, the opposition has taken 
up the cause of the doctors. The ruling party also is 
not lagging behind in negotiations with the Medical 
Association. In fact, in his address at the Medical 
Assembly, which I attended, H.E. the President of the 
Republic of the Philippines, said some very encouraging 
words for the doctors. 

One thing which caught my attention was that all 
the specialist organisations in the Phillippines were 
affiliated with the national Medical Association; each 
was treated as a Chapter of the Association. There was 
no insistence that all members of a specialist organisa- 
tion must also be members of the Philippine Medical 
Association. I was told however that the number, in 
any specialist organjsation, who were not members of 
the national Medical Association, was insignificant though 
this does not seem to be borne out as only 5,000 out of 
a total of 12,000 available, were members of the Asso- 
ciation. 


IN THAILAND 


My next visit was to Bangkok, the capital of Thailand. 
Here, unfortunately, I could spend only two days and 
that also at a weekend. Hence, it was not possible for « 
me to visit any of the medical centres. Dr. Hemachudha, 
the Hony. Secretary General of the Thai Medical Asso- 
ciation, gave me his pleasant company for both days 
and showed me round as much as was possible in his 
own car. 

There is only one Medical College in Bangkok, which 
of course is a large one. Another Medical College is 
soon to be started in a port town. The total number of 
doctors in Thailand are in the neighbourhood of 5,000. 
The membership of the Association is about 3,000, one 
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half of whom was in arrears with their C.F.C. Dr. 
Hemachudha told me that he was working on getting 
an Act of Parliament passed, so that it would be com- 
pulsory for each qualified medical practitioner to be a 
member of the Association. 

The conditions of practice and the status of doctors 
in Thailand are very similar to those of ours. Dr. Hema- 
chudha was very anxious to have details from me about 
the working of the Indian Medical Association and its 
organisation and he took copious notes of what I told 
him. At his request, I have already sent him a few 
copies of our Rule Book and some of our reports, etc., 
which he expects to be useful in organising his Associa- 
tion on a sound footing. It was a pleasant surprise 
to know from him that they in Thailand held the 
Indian Medical Association in very high esteem. 

Quackery and Indigenous Systems of Medicine which 
are derived from the Indian Ayurveda, are widely prac- 
tised in Thailand. 

The Secretary General is a Government Officer in 
the Ministry of Health and he is allowed private practice 
while also being the Hony. Secretary of the Medical 
Association. 


NOTES AND NEWS 


Indian Board for Fleming Memorial Fund 

The Fleming Memorial Fund was set up in March 
to commemorate the late Sir Alexander Fleming, dis- 
coverer of penicillin, by raising money for basic medi- 
cal needs anywhere in the world. 

Raj Kumari Amrit Kaur, India’s first Minister of 
Health announced on 18-9-61 that she was forming an 
Indian appeal committee for the Fleming Memorial Fund 
for medical research. Dr. C. G. Pandit, Director of the 
Indian Council of Medical Research is secretary of the 
committee. 

Fall-Out Detected in Different Countries 

Fall-out from Russia’s latest atomic test has reached 
London but the amount of radioactivity detected is so 
small as to be insignificant, says AFP. Recent heavy 
rain brought it down from the upper atmosphere almost 
a week earlier than predicted. 

Danish meteorological experts said recently that there 
had been an increase in the amount of radioactivity in 
the atmosphere and in rain water in Denmark, probably 
as a result of recent Soviet nuclear explosions. 

According to the West Berlin meteorological services 
a sharp increase in the amount of atmospheric radio- 
activity has been recorded following the recent Soviet 
nuclear tests. 

The Institute of Radiophysics and the Defence Re- 
search Service, in Sweden, announced also that an in- 
crease in radioactivity was registered on 13-9-61, 10,000 
metres above central Sweden. 

The U.S. Department of Health, Education and Wel- 
fare said that the amount of radioactive dust measured 
in some American cities was higher during the last few 
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days than it was before the Soviet nuclear tests began. 

Altogether 10 Soviet explosions have been detected 
by the U.S. Atomic Energy Commission since the be- 
ginning of September. 

Upper atmosphere over Calcutta, which was free from 
radio-active nuclei even three months back has now been 
found to be contaminated, by teams of scientists en- 
gaged in studying the fall-out in different centres in and 
around Calcutta. The fall-out is believed to have 
followed the successive atomic tests, which have recently 
been started by Russia. 

According to an eminent scientist who is examining 
day to day samples of rain water, radio-active contami- 
nation was detected in the dust particles contained in 
recent rains over Calcutta. Although the quantum of 
radio-activity up till now has been found to be below 
danger level, it is feared that large amount of radio- 
active debris might have been thrown, in the upper 
atmosphere as a result of the recent nuclear explosions. 

As it has been found from experience, radio-active 
debris encircles the globe sometime before falling to 
the earth. The time, however, depends on the strength 
of the air current in the upper atmosphere. Intensive 
experiments are being carried out to determine all 
aspects of the fall-out over Calcutta. 

A 84,000-count per minute radio-activity was detected 
in one square meter of atmospheric ashes collected by 
‘flypaper’ in Kagoshima, Qyushu, it was announced by 
the Kagoshima Medical College on 20-9-61. 

In Tokyo a 2000-count per square meter radioactivity 
was detected in atmospheric dust collected between the 
morning of September 17 and the following morning. 

A marked increase of radioactive dust has been 
noticed in Taipeh. A testing of rainwater showed radio- 
activity at 1800 micro curies per litre, the highest since 
Russia’s resumption of nuclear tests. 


Family Planning in Maharashtra 


Maharashtra’s Health Minister, said on 19-9-61 that 
the State Government proposed to spend Rs. 27 million 
on family planning programme during the third Five- 
Year Plan period. 

In his address to a seminar of the Vidarbha Kutumba 
Sangh, he said that the State Government would bear 
the entire expenses recurring and non-recurring of 
voluntary organisations that would take up family- 
planning work in the State. 

The Minister said that in order to check the fast 
increase in population, people should be persuaded to 
understand the importance of ‘family spacing’ or steri- 
lisation. He said that more women were now under- 
going operation than men. Besides paying a compensa- 
tion of Rs. 20 in respect of each person, who under- 
went such operation, the State Government, the 
Minister said, was also considering an allowance to 
doctors and nurses engaged in performing such opera- 
tions. 


Anti-Tuberculosis Drive 


Inaugurating a T. B. seminar at the Medical College 
at Nagpur, Maharashtra’s Health Minister appealed to 
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social workers, service organisations and the press in the 
State to aid in the month-long anti-tuberculosis cam- 
paign to be launched in the State. 

It was stated that the question of undertaking a pro- 
gramme of preventive and curative action in selected 
areas in every administrative division as a follow-up of 
the campaign and that of declaring tuberculosis as a 
notifiable disease to facilitate assessment of incidences 
were engaging the attention of the Government. 


Cadaver Yields far more Blood than Living Donor 


Government hospitals in Bombay and Poona are en- 
gaged in investigating the possibility of using human 
cadaver blood. Experiments, for the present confined to 
the collection of cadaver blood, have been very successful. 

The experiments have been inspired by the success of 
similar efforts in the United States and the Soviet 
Union and for the simple reason that a cadaver yields 
far more blood than a living donor. In Russia, it has 
been known to yield 3,000 c.c. as against 450 c.c. at 
the most from living persons. 


Medical citcles in Bombay have noted that while ex- 
periments in the transfusion of cadaver blood had been 
undertaken in many of the more advanced countries only 
in recent years, Moscow’s Sklifosovsky Institute had 
begun research in that direction as early as 1930. 

The collection of cadaver blood, however, has severe 
limitations. It has to be drawn within about four hours 
of death. The ideal cadaver is that of a person who 
has met with an accidental death from head injuries or 
who has died after a heart attack. It would also be 
required to be put through severe tests before drawing 
the blood to ensure that the person was healthy to the 
requisite degree. 


A medical authority in Bombay stated that blood can 
also be drawn from persons who suddenly die on the 
operation table during the removal of benign conditions, 
such as fibroids and duodenal ulcers. The body will not 
be affected in shape or size on drawing blood from it, 
it is stated. Consent of relatives, where they exist, may 
be necessary. 


While the use of cadaver blood for transfusion is 
known to be fairly common in the Soviet Union, it is 
not yet sufficiently popular in the United States, medical 
circles stated. For a long time pathologists were known 
to have shied away from the idea as there was some 
sort of a social prejudice against the use of anything 
drawn from a corpse. But this prejudice is known to 
be dying faster than expected, with increasing recourse 
to corneal grafting and the transplanting of bones and 
arteries taken from cadavers. 

Cadaver blood in large quantities may help increase 
stocks of plasma as well, if it is found possible to con- 
vert it for the purpose. The Haffkine Institute is work- 
ing on this. 


Nuclear Science Institute in Delhi 
Defence Minister Krishna Menon stressed the im- 


portance of the study of nuclear science to serve as a 
path-finder in the field of modern development. 


Mr. Menon, laying the foundation-stone of the 
Institute of Nuclear Medicine and Allied Sciences being 
set up at New Delhi by the Ministry of Defence, said 
this institution would be neither a hospital nor a medi- 
cal college. It was intended to give one a background 
of modern development on the basis of nuclear science. 
It would not only help in discovering protection against 
radiation hazards in food contaminated by nuclear test 
fallouts, but also in examining new developments in 
the field of medicine, agriculture and industry. 

“This incidence of radiation is no longer an issue 
which affects only the great Powers, the so-called 
members of the Atomic Club, but it affects all equally 
in the world in the sense that we are common victims 
of human folly’’. 


Health Council R dati 


The Central Council of Health at its ninth meeting, 
which concluded at Hyderabad on 12-9-61 recommended 
a 100 per cent Central subsidy for the eradication of 
smallpox as also for the appointment of family planning 
officers at district level. 

Regarding family planning, the Council recommended 
the raising of a corps of voluntary workers to be called 
Pariwar Kalyan Sahayaks in each State, continuous and 
regular supplies of contraceptives, particularly in the 
villages and intensification of the sterilisation programme 
with a target of 400 operations for 80,000 of the popula- 
tion per year. 

The Council recommended that early steps should 
be taken by each State Government to secure the 
maximum amount for rural water-supply schemes, from 
out of the allotments placed at the disposal of the States 
for local development works and to ensure that this 
allocation is fully utilised for water-supply and sanita- 
tion schemes in the rural areas. Regarding the rural 
latrine programme, to which the Council attached great 
importance, it recommended an intensive rural sanita- 
tion programme in at least one district of each State, 
so that the ground could be prepared for a comprehen- 
sive rural sanitation programme in the Fourth Plan. 

While expressing satisfaction at the progress made 
by the National Malaria Eradication and Leprosy Con- 
trol Programmes, the Council voiced deep concern at the 
unsatisfactory pace of the anti-Tuberculosis Campaign. 
It asked the States to complete the small-pox eradica- 
tion programme within two to three years. Appreciating 
the assistance of international organisations like the 
WHO and UNICEF for leprosy control, the Council 
hoped that such help wonld continue for the small- 
pox eradication programme also. Stressing the need 
for high priority to anti-tuberculosis campaign under 
the Third Plan, it urged that the campaign be worked 
as a national programme and called on the States to 
enlist the support and enthusiasm of voluntary and non- 
official organisations. 


The preventive and educative aspects of the primary 
health centre programme was emphasised and the 
Council resolved that a three-man committee, consisting 
of the Health Ministers of Madras, Maharashtra and 
Gujarat, might examine the question of reorganisation 
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of the programme and report before the end of Decem- 
ber, 1961. It also proposed the appointment of a com- 
mittee to examine the question of training ancillary 
health workers, who could be used to good effect in 
supplementing health services in the country, particu- 
larly in the rural areas. 

The resolution on national water supply and sani- 
tation programmes recommended design divisions in the 
Public Health Engineering Directorates to facilitate the 
expeditious preparation of sound water supply designs 
and urged that pipe water supply schemes for individual 
villages might also be made eligible for grants under 
the national water supply annd sanitation schemes. It 
drew the attention of the State Governments to the 
Council’s earlier recommendations for early completion 
of the water supply schemes. Keeping in view the ex- 
panding health activities, the Council recommended to 
the State Governments the reorganisation and strength- 
ening of the State Health Directorates so as to provide 
for a wholetime supervisory officer to be in charge of 
each main section of health activity. 

Satisfaction was expressed at the role played by the 
Indian Council of Medical Research in the promotion 
of research activity in the country and the Council asked 
the State Governments to set apart proper amounts 
for promotion of research in the medical colleges and 
post-graduate centres. 


Sir Nilratan Centenary Celebrations 


Public meeting, medical and scientific session and a 
procession of students and doctors of different medical 
colleges in the city marked the week-long programme 
drawn up in Calcutta for Sir Nilratan Sircar Centenary 
celebrations. 

As a foremost physician, Sir Nilratan had made tre- 
mendous contributions for the development of modern 
medical science in India and was a leader in anti-tuber- 
culosis research. 

The programme for the first three days was observed 
as follows : 

The centenary celebration began with offering of 
floral tributes in front of a portrait of Sir Nilratan at 
7-45 aM. on 1-10-61 in the premises of the Nilratan 
Sircar Medical College. A procession comprising of 
students of different medical colleges and doctors started 
at 8 a.M. from the same College compound and ter- 
minated at Mahajati Sadan. 

The main programme was the inauguration ceremony 
at a function held in Mahajati Sadan at 9 a.M. on 1-10-61 
under their chairmanship of Dr. B. C. Roy, Chief Minis- 
ter of West Bengal, the welcome address at the func- 
tion being delivered by Dr. N. R. Sen Gupta, Chairman 
of the Committee. Dr. H. N. Shivapuri, President of 
the Indian Medical Association, and other eminent 
speakers paid tributes to the memory of Sir Nilratan. 

At 10 a.M. on October 3, the Health Minister Dr. A. 
B. Roy inaugurated a medical and scientific session at 
Bose Institute Hall, Calcutta. The session was addressed 
by Lt. General D. N. Chakravarti, on ‘Problems in an 
Expanding Metropolis’, Prof. P. C. Mahalanobis on 
‘Perspective in Planning for National Development’, 
Dr. U. P. Basu on ‘Progress of Pharmaceutical Science 
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and Industry in India’, Dr. J. J. Ghosh on ‘Biochemistry 
of Mental Disease’, Dr. K. C. Basu Mallick and Dr. S. 
K. Roy on ‘Experimental Study of Pathogenesis of Peptic 
Ulcer’, and Dr. S. N. De on ‘Pathogenesis of Cholera’, 
Dr. A. C. Ukil, ex-Principal, Calcutta Medical College, 
was in the chair. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Council of Medical Defence 


Str,—I have been instructed by the Council of the 
Medical Defence Union to draw the attention of doctors 
practising in India to the fact that they are eligible for 
membership of the Union, provided that they possess a 
qualification which is registrable with the General Medi- 
cal Council and are on the local Medical Register. 

The main functions of the Union are to provide its 
members with (1) advice, and if necessary defence, in 
respect of claims brought against them by aggrieved 
patients or relatives, and (2) indemnification against 
damages and costs of the other side if the verdict is 
adverse or if there is a settlement out of court. 

The Union has a membership of over 48,500, which 
includes approximately 3,000 doctors who practise out- 
side the British Isles, and it is the oldest and largest 
organisation of its kind in the world. 

It should be remembered that when a doctor under- 
takes to treat a patient and commits negligence, any 
person who suffers from that negligence may sue him 
for damages. During the last fifteen years the Union 
has paid out £685,000 by way of legal costs and damages 
on behalf of its members. 

Arrangements can be made for doctors practising in 
India to pay their annual subscriptions to our solicitors’ 
agents in India. 

I shall be only too happy to furnish any doctor with 
any further information he may require and a member- 
ship application form will be sent on request to any 
practitioner who is eligible for membership. I am etc. 


PHILIP H. ADDISON 
Secretary 
The Medical Defence Union 


Tavistock House South, 
London, W.C. 1. 


REVIEWS 


Kranz Manual of Kinesiology —By Clem W. Thompson, 
PH.D., F.A.C.S-M. Fouth edition, 1961, The C. V. 
Mosby Company, St. Louis, U.S.A.; 10%”x7\4"; 
pp. 159; illustrated. $3-75. 


The planning of a universal elementary course on 
the anatomy and physiology of motion raises many 
questions and complexities which place a heavy burden 
on the teacher and taught who must reconcile facts 
with function. 
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This book embodies the experience of the author 
and reminds us that kinesiology is always a valuable 
part of all medical treatment in health and disease. 
It gives an easily readable account of the basic know- 
ledge of physics and physical science that are so neces- 
sary to understand the anatomy of motion. 

Following a useful introductory chapter, a broad 
text on the origin, insertion and action of the principal 
muscles, and muscle exercises are dealt with. It is 
a pity that the author has not adopted the nomen- 
clature that was accepted by the International Congress 
of Anatomists in Paris in 1955. Further the text on 
muscle attachments is too concise. 

There are certain gross mistakes in the section deal- 
ing with the anatomy of muscles, both in the text 
and in the diagrams, which present a very poor con- 
ception to the reader. Though it is elementary in pre- 
sentation it does, nevertheless, provide some detail on 
the observation of muscle function. 

Most of the illustrations, which have profitably re- 
placed the written word, are well-drawn, well-chosen 
and necessary. The most obvious at least of the errors 
in the diagrams could have been corrected before pub- 
lishing this fourth edition. 

A final chapter on ‘some features affecting motion 
and movement’ gives a useful and generally informa- 
tive account of the principal physical laws that affect 
motion. 


The above criticisms are not meant to imply that the 
book is without virtue. Sections on observation, exer- 
cise, palpation and leverage are good. The present 
edition does not supply the perfect answer to its de- 
clared purpose; and, as a matual of kinesiology, it 
will not replace in value or in appeal either the old 
favourites or the more recent additions to the under- 
graduate library. 

This book will help students of occupational therapy 
who are not taught to be critical but specialists in the 
field or general physical educationists will stumble over 
many of the statements that are made. 

References, though few, are well selected and the 
index adequate. The format, printing and paper are 
excellent. The price is modest. 

K. K. BANERJI 


Concepts of Medicine —By Brandon Lush, M.D., M.R.C.P. ; 
1961, Pergemon Press Ltd. Headington Hill Hall, 
Oxford, 4 & 5 Fitzroy Square, London W.1. 9” x6", 
pp. 286; 50s. net. 


This is a collection of a number of outstanding essays 
by distinguished Britons and Americans on the concepts 
of medicine in its wider aspects. The object of pre- 
senting these authoritative and thought-provoking essays 
from most eminent medical authorities, as Dr. Lush has 
said in his preface, is to provide a stimulus to wider 
thinking beyond the immediate demands of the medical 
curriculum. 

We generally consider that the established concepts 
are beyond challenge, but such ideas are contrary to 
the advancement of knowledge which progresses by 
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questioning such established concepts and by framing 
new ones based on new knowledge. The essays in this 
book do, as a matter of fact, both. 

The essays presented in this book are divided into 
three sections: 1. Concepts of medicine with 14 essays; 
2. Concepts of health and disease with 5 essays; and 
3. Concepts of medical research with 7 essays with a 
short introduction before each section. 

“Some clinical problems can be solved by knowledge, 
some by experience and some by understanding. The 
application of these three qualities has come to be known 
as clinical instinct or clinical wisdom,” is very true 
indeed. But scientific aids and scientific methods of 
approach to a clinical problem have assumed great im- 
portance but that is not all. The psychiatrist has also 
come into the picture and rightly so in view of the 
complexities of modern society and environmental factors 
in the origin and course of a disease. So ‘‘Wisdom’’ is 
not enough—a reflection on the art and science of 
medicine by Robert Platt is a fitting article to start with 
a book on the concepts of medicine. This is followed 
by a large number of outstanding essays of equal im- 
portance that supply ideas worth studying carefully. 

Socialism in medicine without sacrificing individualism 
is the gist of another paper, ‘‘Medicine tomorrow’’, by 
Sir Robert Aitken. 

Dr. F. M. R. Walshe in his paper on ‘‘Teachers of 
medicine’? quoting Nathaniel Faxon’s definition of the 
objects of a teaching hospital as ‘“‘to advance knowledge, 
to train doctors and to set an example of practice’, is 
very practical. Prof. Walshe elaborating on all these 
points treats the subject in a way which makes one 
think. He has attempted to set an aim for our teach- 
ing and warns us. “Let there be no mistake, if we 
accept narrower aims than these, our medical school 
will sink to the dead level ot polytechnics and the torch 
of living and growing medicine will pass from our hands 
to separate research institutes to which all that is best 
in the coming generation of potential teachers and in- 
vestigators will turn, and the prestige of the medical 
school and teaching hospitals as we have known then 
will have departed for ever.’ 

Disorders of contemporary society was the subject 
of an address delivered by Sir George Pickering at 
the convocation of the American College of Physicians 
in 1955 and in this he enumerated several social dis- 
orders which had jmpact on medicine. ‘Too many 
rules and regulations carry the penalties of producing 
a very stereotyped form of existence and of abolishing 
initiative.” Life in fact becomes dull and the author 
thinks that tragic, because life should be such an ex- 
citing adventure. 

Ta give an example of this generalised disorder of 
society the author quotes from a speech of Jai Prakash 
Narayan as it appeared in the Observer of 20th February 
1955. This is what Narayan said. ‘There is a tendency 
to forget the human being. We think of the workers, 
the capitalists, the Asians, the Americans and the 
Russians; but we forget the individual men...... But 
in their efforts they tend to forget the human being, 
to over-govern, to legislate even in the matters of in- 
dividual conscience. And they have come, in the short 
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year of their freedom, to accept that everything should 
be done through legislation.” 

He next enumerates and discusses the different 
groups which one should read to appreciate and think. 

All the other articles in this section are equally illu- 
minating, but a few of them on general practice do 
not apply to our country. 

The two articles by Sir Harold Himsworth should be 
read by every teacher and research worker in medi- 
cine. 

The next section, ‘Concepts of health and disease’, 
opens with a paper on “‘The meaning of normal’, by 
Prof. John A. Ryle. This is quite appropriate as unless 
we know what is normal we cannot, of course, think 
of the abnormal. The structures and functions of all 
organs have a natural range of variability which are 
within the normal. 

The paper concludes with the following remarks : 
“Health and disease know no sharp boundary. They 
could only do so if it were possible for biology to adopt 
the dictionary definition of normality. But variability, 
both in time and in the species is one of the most dis- 
tinctive and necessary attributes of life, which thus 
admits no constant and no norm.” 

The evolution of the concept of Disease by Prof. 
Henry Cohen, should’ be studied carefully by every 
physician of advanced thinking. This has special sig- 
nificance at the present moment when the changing 
pattern of diseases has been engaging the attention of 
the medical authorities. 

The concept of essential hypertension, an intriguing 
problem, has been the subject of a paper by G. W. 
Pickering who has devoted practically his whole life 
on the study of this subject. 

The third section deals with concepts of medical 
research and typically starts with the philosophy of 
research. 
mely interesting and give food for thought and can give 
stimulus to research. We are too apt to take things as 
they are. A little deep thinking out of the narrow 
dogmatic teaching will give new ideas, new lights and 
new objectives. We should develop a little philosophi- 
cal outlook and look beyond the narrow bigotry if 
medicine has to progress. 

The papers, printing and the get-up are excellent 
and it is a pleasure to read through the pages. Such 
a book should be in the possession of every thoughtful 
physician who does not accept things as they are with- 
out questioning. 

The price is a little too high for the average practi- 
tioner in India. But we can recommend this book to 
be kept in every medical library in India. 

S. SEN 


Principles and Practice in Tuberculosis Treatment— 
By A. K. M. Kafiluddin, M.B.B.S., D.p.H.; 1960, Long- 


mans, Green & Co., Pakistan Branch, Lahore; 
94%”x7", pp. 12+116; Rs. 12/-. 
The author intends to give all the information about 


tuberculosis in a handy book for senior medical students 
and general practitioners and in this respect he has 


All the other papers following it are extre- 
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attained considerable success in this volume, which is 
very concise and yet is full of a bulk of facts. In fact 
some of the very complex problems of tuberculosis have 
been dealt with almost summarily. For instance, tuber- 
culous empyema occupies a few paragraphs covering 
a page and a quarter in which its aetiology, patho- 
logy, diagnosis and treatment have been described. 
Some of the information given in the book may be 
misleading to students in India or Pakistan. The figures 
showing high rates of infection with bovine type of 
the tubercle bacillus (source not mentioned) in different 
forms of tuberculosis in different ages may be true for 
western countries but are not applicable to India and 
Pakistan. In differential diagnosis, procedures and 
tests of doubtful value have been emphasised more 
than reliable and easier methods. Thus, practically no 
mention is made of clinical differences between pulmo- 
nary tuberculosis and such conditions as acute bronchitis 
which a student or practitioner should be encouraged 
to diagnose more on clinical grounds rather than on 
x-ray chest or bronchoscopy. Again in the diagnosis of 
Hodgkin’s disease, no mention is made of a biopsy of 
the glands although the Gordon’s biological test is 
mentioned in some detail. Some of the recommenda- 
tions for treatment such as isoniazid alone for mode- 
rately advanced lesions or for patients with a large 
cavity are still matters of controversy amongst experts, 
and should have been avoided in a book intended for 
students and practitioners. Although the printing and 
get-up of the book are of fairly good standard, the 
reproduction of some of the x-ray photographs are poor 
and some of the pictures appear to bear wrong cap- 
tions (besides those mentioned in the corrigenda). 
Printing mistakes are also more numerous than the 
few mentioned in the corrigenda. 

The book is not likely to be of much educative 
value to students but may help them to cram some 
points for examination purpose. 


P. K. CHATTERJEE 


Supplement to Materia Medica of Pharmaceutical Com- 
binations and Specialities, 5th Edition, 1954—By 
U. B. Narayana Rao; 1961, Medical Digest, Bombay; 
94%”x6", pp. xxiv+93; Rs. 10-00. 


The original Materia Medica by Dr. Rao was in- 
tended to collect all the ‘patent medicines’ in alphabeti- 
cal order, giving a short description of each, so that 
closely similar names may not cause confusion to the 
general practitioner. Moreover, the newer and more 
powerful drugs are often in great demand and are 
available in the market under different proprietary 
names, sometimes long before these are included in 
standard text-books and pharmacopoeias. Hence such 
a collection of the useful proprietary preparations are 
welcome from the point of view of the general practi- 
tioners as well as of the retail dispensaries. 


The book must have been of use already to a sec- 
tion of the trade in medicine, as can be judged from 
the number of editions since 1932. The present volume 
is a supplement to the 5th edition (1954) and contains 
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a number of newer drugs and combinations of drugs 
arranged in alphabetical order of their proprietary names. 
There is also an ‘Index of Therapeutics’ where the 
different patent medicines which were not included in 
earlier editions, have been grouped under the respec- 
tive ailments in which they may be useful although 
the classification is not a scientific one. There is, how- 
ever, still a large scope to render the volume free from 
criticism. A few antituberculous preparations have 
been included under ‘vitamins’. 

The remedies under different proprietary names but 
having the same active ingredients, or a combination 
thereof, have not been grouped together in any of the 
chapters and they are found at different places according 
to the alphabetical order of their trade names. To 
render the volume of greater value there should at least 
be a chapter to show them together under the names 
of the active principle itself. 

The following may serve as examples: (1) Nystatin 
is the, or one of the, active principles in Mycostatin 
ointment, Mycostatin tablets, Mysteclin-V (capsule, 
paediatric drops, oral suspension) but they are not 
shown in any chapter with Nystatin. Similarly, 
(2) Munomycin (containing streptomycin sulphate and 
munopen, a penicillin preparation) and Mystreptone 
(which contains also penicillin and dihydrostreptomycin) 
are not shown under penicillin. (3) Ambramycin (which 
is tetracycline) and Mysteclin-V capsules, drops, etc., 
containing the same tetracycline in combination with 
some other active ingredients, are found nowhere toge- 
ther to indicate that they contain one of the ingredients, 
viz., tetracycline as common one. 


There is a table indicating the common usage of 
corticoids in different clinical conditions. The book may 
serve as a useful reference if subsequent publications 
include similar lists covering other drugs also, 

When the author is publishing the data in form of 
supplements to an edition of the book, such volumes 
could be made much more informative by providing 
data regarding the dates and years of introduction of 
the drugs or preparations in the open market by the 
firm concerned. 

The book is a handy volume which will be beneficial 
to the newcomers in the medical profession and to the 
pharmaceutical chemists (who are called ‘compounders’) 
and doctors who are engaged in retail shops. 


M. L. CHATTERJEE 


Supplement 1960 to the Pharmacopoeia of India —By 
Drug Controller, India, Director-General of Health 
Services, Ministry of Health, Government of India, 


New Delhi; 10”x6%”", pp. xxiv+91. 


This is a supplement to the first edition of the 
Indian Pharmacopoeia which came out in 1955. During 
the last five years rapid development in the field of 
drug research has brought out newer remedies which 
have necessitated the publication of this Supplement. The 
additions include some newer antibiotics and their bio- 
assay methods, some antihistaminics, antiprotozoal agents, 


adrenal cortical hormones and insulin preparations, newer 
antibacterial, antileprotic and antituberculous drugs, 
diuretics, tranquillisers, etc. 

An additional monograph on cholera vaccine obtained 
from organisms grown in liquid media has also been 
included. 

Amendments include monographs on: gas gangrene 
antitoxin, inj. protein hydrolysate, honey, liquid paraffin, 
pyroxylin, and antiplague vaccine. 

Preparations of chinensis, viz., extract and tincture of 
chinensis have been deleted from the I.P. 1955. 

The additions which are indispensable and welcome 
have made the Indian Pharmacopoeia more up-to-date 
regarding the newer and more powerful remedies. 

There is also a large list of corrigenda covering 
seven pages to rectify the mistakes and omissions which 
crept in in the earlier publication, the Pharmacopoeia 
of India 1955. 

The present supplement will be found useful and 
timely for those, both medical and non-medical, who 
are interested and concerned with official drugs of India. 


M. CHATTERJEE 


OBITUARY 


Capt. Saradindu Roy 


Born in Calcutta on 3rd August 1929, Capt. Saradindu 
Roy died on 2nd August, 1961 as the result of a traffic 
accident near the outer gate of the Military Hospital, 
Mhow, which was the place of his duty for the past 2 
years. 

Matriculating in 1944 from Jagabandhu Institution, 
Ballygunge, he passed the I.Sc. Examination in 1946 
from St. Xavier’s College, 
Calcutta. The same year he 
joined the Medical College, 
Calcutta, and passed the 
M.B.B.S. Examination in 
19§2 and the D.G.O. in 1955. 
He worked in the Chitta- 
ranjan Cancer Hospital as 
Resident House Surgeon and 
in Chittaranjan Seva Sadan, 
Calcutta, as a Junior House 
Surgeon between 1953-1954. 
He joined the Army Medical 
Corps in 1950 and _ served 
in various places including 
North East Frontier Agency, (C,pr Sarapinpu ROY 
Military Hospitals at Madras 
and Mhow. Capt. Roy had a distinguished career in 
the A.M.C. He completed his training at the Armed 
Forces Medical College, Poona, for being graded as a 
Specialist in Obstetrics and Gynaecology. After com- 
pleting this training, he rejoined his duties at the 
Military Hospital, Mhow, in July, 1961. 

Capt. Roy is survived by his parents, three brothers 
and two sisters. 
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Bronchitis - Asthma ? 


Regular administration of Franol throughout the year will usually keep 
the chronic bronchitic patient free from acute attacks. 
In bronchial asthma Franol is well known as a valuable prophylactic. 
Both the number and severity of attacks are reduced and the patient’s 
continual fear that an attack may occur at any moment is allayed 
and his confidence restored. 
Franol, which is a combination of a bronchodilator, an antispasmodic 
and a sedative, is well tolerated by both adults and children. 
Medical literature is available on request. Tablets 

Ephedrine sulphate B.P.C. 


Theophylline B.P. 
Phenobarbitone B.P. 


Fr anol relieves bronchospasm 


Reg. Trade Mark 
WINTHROP PRODUCTS INC. ~» 


Exclusive Distributors DEY’S MEDICAL STORES PRIVATE LTD. 
CALCUTTA, BOMBAY, DELHI, MADRAS, PATNA, GAUHATI, CUTTACK 


we October 16, 1961 
- - - - - - 
: 
. 
Acs 
130 mg. 
8 
= 
€ 
“ul 
6 
7 


xlii J. 1. M. A. Advertiser Vol. 37, No. 8 


EX-STOCK FOR ACTUAL USERS IN LIMITED QUANTITIES AT 
RATES FIXED BY THE STATE TRADING CORPORATION 
OF INDIA LTD., NEW DELHI 


Monocular cum Binocular Research Microscope. 
2. Model MB—15 Biological Research Microscope with built-in illumination. 
3. Model MB—10 Biological Research Microscope with built-in illumination. 
4. Model KF :— Phase contrast attachments for MB—15 and MB 10 
5. Model MST 130 :— Stereoscopic Microscope with transformer and light attachment. 
6. Model MST 127 :— Stereoscopic Microscope Simple Model 
7. Model KF—2 :— Photo-Electric colorimeter with accessories. 
8. Model MBP—2 :— Travelling Type Medical Microscope. 


Manufactured by :— 
VARIMEX, WARSZAWA. 
Polish Company for Foreign Trade. 
For further details please get in touch with: — 
CIRUGIA DE LUX PRIVATE LIMITED, 
Sole Agents for West Bengal, Orissa, Bihar, Assam and Madras 
Branch Office :—“SAKETA”, Head Office :— 


1/30, Pantheon Road, Egmore, 24, Chowringhee Road, 
MADRAS-8 CALCUTTA-18 


Phone : 85974 Phone : 23-5552 


Thilo Mody Prvt. Ltd. G. P. 0. Box No. 609A, Bombay-!. 
wonder Licence trom: 


DR. THILO & CO. K. G. MAINZ, GERMANY 
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for diarrhoeal affections of every kind 
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neither a purgative nor a laxative 
a bulk evacuant of herbal origin 


BULKOVAC 


For habitual constipation 
e@ Chocolate flavoured 
e Free from irritants 
e@ Non-habit forming 
e Safe 


As shown in the illustration, BULKOVAC granules 
prepared from the husks of the seeds of Plantago Ovata, 
swell into 4 mucilaginous mass many times its own 
weight when mixed with water, providing the bulk for 
natural stimulation for the evacuation of bowels. 


Dosage: Children: 1 to 2 teaspoonsful; 
Adults: 2 to 4 teaspoonsful or as required. 


KEMP & CO. LTD., BOMBAY-28. 
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Kc-R/S9 


DIARZINE 


with NEOMYCIN 


POWDER 


TABLETS . SEVERELY INFECTIOUS 


DIARZINE 


POWDER and TABLETS 
BOMBAY-I8 


Complete Unit by itself 

Designed to get powder of uniform quality 
and in very fine mesh size. 

ideal for Chemicals, Dyestuffs. 

Pigments, Minerals, Ores, 

Ayurvedic Herbs and Leaves, 

Tobacco, Sugar, Wheat, Barley, 

Chillies, Turmeric, etc., etc. 


Please contoct; BATLIBO! & COMPANY 
Props: Bhogilal Leherchand Private Ltd. 
Forbes Street, Fort, Bombay-!. 
Branches: Ahmedabad - Calcutta - Coimbatore - Delhi - Kanpur 
Ludhiana - Madras - Secunderabad - Vijayawada. 
Associate: Bangalore, 
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30 G. per 

of powder tablet 

Sulphadiazine 2.0 gms. 125 mg. 

Streptomycin Sulphate 6.P. 0.3 gms. 20 mg. 

Bismuth Carbonate gms. 100 mg. 

Pectin NF, 0.1 gms. mg. 

— DIARRHOEAS & DYSENTERI 
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For Rapid Response 
in your ANAMIC 


HEPOFERRUM 


CAPSULES 


For all types of ANAEMIAS 


Each Capsule contains 
Proteolysed Liver Extract derived from 2 G. of Fresh 
Liver having Vitamin By, activivy equivalent to 
0.6 mcg. of Cyanocobalamin B.P, 


Ferrous Gluconate |.P. 0.12 G 
Vitamin B.P. S meg. 
Folic acid B.P. 2 mg. 
Riboflavin (B, ) U.S.P. 1.5 mg. 
Niacinamide B.P. 10 mg. 
di-methionine N.F. 25 mg. 
Choline dihydrogen Citrate N.F. 25 mg 


Cobalt chloride, Nickel chloride, Manganese chloride 
and Copper Sulphate B.P. in traces. 


IN PACKINGS OF 
25. 100 & 250 CAPSULES ZANDU PHARMACEUTICAL WORKS LTD., 
-  GOKHALE ROAD SOUTH, BOMBAY 28 


FOLIC 
COMPLEX & C 


ry 


FOLIC ACID 
VIT. B-COMPLEX 
TRACE ELEMENTS 


POTENT YET WELL TOLERATED 


UNICHEM LABORATORIES, BOMBAY 26. 
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TRUSTED DETTOL 


helps to prevent infection 


* Washing and disinfecting hands 


Pre-operative skin disinfection—and 
' wherever there is danger of infection 


© Hypodermic injections 
® Disinfection of instruments 


® Obstetrics and gynaecology 


FREE write for special literature 


ATLANTIS (EAST) LIMITED (Incorporated in England) 
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Syrup Alarex 
(For Asthma) 


As an ideal combination of reputed 
indigenous antispasmodic drugs, e-g.. 
Kuth, Kantikari with ephedrine, 
aminophyllin etc., SYRUP ALAREX 
offers extraordinary relief in a large 
variety of Asthmatic conditions. 
For literatures apply : — 


Mendine Pharmaceutical Works, 


36/B Alipore Road, Calcutta-27. 


C.A.F. 


( Chloramphenicol USP ) 250 Mg. Sealed Capsules 
For treatment of various Bacterial infections. 
Product of CHEMUNION —LUGANO— (SWITZERLAND) 
12 Pack eee eee Rs. 3.20 
100 Pack » 17.50 
» 3 Pack at a time eee 


500 Pack eee eee » 81.25 
1000 Pack » 160.00 


SPECIAL RATE FOR BULK ORDEF 
C.A.F, Order for Rs. 17/- and above free by Post 


ZAMA OIL: Best for Colds, Coughs, Pains etc. 


ZAMA RUB: (Strong Pain Balm) For Headaches, 
& Pains. 


ZAMA INHALER: For Cold Stuffed Nose etc. 
AMARCOSE: (Pure Glucose Powder) For Energy 
and Fitness etc. 
* 
Manufacturers and Distributors 
AMARCHAND SOBACHAND 


P.B. 518 :: 95, Nyniappa Naick St, Madras-3 
Gram: “ZAMA”" ESTD. 1900 Phone: 33482 


A NOVEL APPROACH TO THE 
CHEMOTHERAPY OF 
TUBERCULOSIS 
with 


PHYTEBIN—272 


isonicotinoy! hydrazone) 


A NEW NONTOXIC TUBERCULOSTATIC 
CHEMOTHERAPEUTICAL 


widely used in the USSR. East 
Germany and Australia etc. Manufactured 
and Marketted in India for the first time 


By 


Phytosynth Laboratories 
P. B. NO. 65, COCHIN - 2. 


a clear case for 


TENSONUL 


new Ayurvedic tranquiliser 

Highly effective in irritative conditions of the 
brain & nerve, sleeplessness and other brain and 
mental derangements. 

Composed of Sarpagandha (Rauwolfia Serpentina), 
Jatamanshi (Nardostachys Jatamansi), Brahmi 
(Hydrocotyle Asiatica), Kur (Sanssurea Lappa), 
Sankhapusp! (Evolvulus) etc. 

Packing: 50 gm. & 500 gm, containers. 


BHARATI RASAYANAGAR 
29/3A, Chetla Central Road, Calcutta - 27. 
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Nicotinamide B.P. . 
, Choline Chloride 


Inositol N.F, Yy Z 
g YY 


Benzyl Alcohol B.P. YU 


stitutiongZ 
Y 


EUPEPTINE 


COMPOUND OF 


Amylolytic and Proteolytic Enzymes 
Extracts of Boldo and Curcuma 


Latte of [70 GJ 
300 ¢.c. 


RAPTAKOS BRETT & CO. PRIVATE LTD 
WORLI- BOMBAY 


Printed by Sri Tarani Kanta Basu at Sri Gouranga Press Private Ltd., 5, Chintamani Das Lane. Caicutta-@ and pubusbed 
by him on behalf of the Indian Medical Association from 23, Samavaya Mansions, Corporation Place, Calcutta-13. 
Editor—Dr. P. K. Guha, M.B., M.R.C.S. (Eng.), D.O.M.S. (Lond.) 
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protein hydrolysate 
for 
optimum protein 


Injection 


Transhesion bettie ef 200 mi. Ampoules 
Transfuson botties ef 180 mi asleng 
with 2 20 mi. ampoule of 50% ghucese 
solu tion. Ampoule of 25 mi. along with 
3 mil. ampoule 50% 
for each im bexes of 6, 12 & SO. 


HYDROPROTEIN 


BENGAL IMMUNITY CO., LTD. 


MOUSE CALCUTTA.) 


B.I.ELIXIR 
| B-COMPLEX 


each fluid ounce contains> 


Vitamin By mononitrate 
Vitamin 
Vitamin Bg (Pyridoxin 8 mg. 


4 0Z., 6 OZ. & 16 OZ. BOTTLES Nicotinamide 80 mg. 
Panthenol (d-pantotheny! alcohol) 20 mg. 
Choline Dihydrogen Citrate 500 = 
Vitamin Biz (cyanocobalamin) 12 meg. 
Alcohol by me in a syrup base 


BENGAL IMMUNITY CO., LTD. 
153, Dheramialle Street, Calcutta-13 


Cover and Advertisement pages printed at the Venus Printing Works 52/7, Bipin Behari Ganguly Street, Calcutta - 12. 


Regd. No. C 1890 , : October 16, 1962 
‘ P 
4 cence, pregnancy, lactation and all 
| other conditions where protein : 
Bottle of 280 mi. © 
ie 
3 ~% so 4 10 C.C. RUBBER CAPPED BOTTLES. 
Panthenol (d-pantotheny! alcohol) 
Benzy! alcoho! as preservative 
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